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EDITORIAL - REDAKSIONEEL 


PROMOTION OF 
MENTAL HEALTH 


The variety of papers dealing with numerous 
aspects of the treatment of mental disease, its 
prevention and the positive promotion of men- 
tal health, reflect an important contribution 
made in this issue, on the professional level, 
by Tara and Sterkfontein Hospitals in the cur- 
rent Mental Health Campaign. 

This Campaign comes at a time when the 
situation in respect of mental health services is 
critical, and when important new concepts have 
been developed and are being applied in the 
prevention and treatment of mental ills. 

In planning mental health services for the 
future, ad hoc patchwork must be abandoned 
in favour of a bold conception involving a 
comprehensive scheme embracing all the needs 
required to prevent mental illness, to treat it 
and to promote mental health. In particular, 
this means planning an integrated community 
service, as is set out fully in the various con- 
tributions published elsewhere in this issue. 

Big changes are coming about in this field 
generally. As our various authors have ex- 
plained, the emphasis must no longer be 
placed on building more institutions in which 
to confine patients. On the contrary, the con- 
cept of custody, as an essential ingredient in 
the management of these cases, has been des- 
troyed and emphasis is now rightly (and 
humanely) placed on the opening up of the 
mental hospitals; on treating patients for as 
long as possible within the community from 
which they come; on aftercare and rehabilita- 
tion ‘in the field.’ This means successful, early 
detection of the disorder, improved chances of 
preventing disaster from overtaking the inci- 


BEVORDERING VAN 
GEESTESGESONDHEID 


Die verskeidenheid van referate in hierdie uit- 
gawe oor talryke aspekte van die behandeling 
van geesteskwale, die voorkoming daarvan, en 
die positiewe bevordering van geestesgesond- 
heid weerspieél die belangrike bydraes wat die 
Tara- en die Sterkfontein-hospitaal op die pro- 
fessionele peil reeds tot die huidige Geestes- 
gesondheidsveldtog gedoen het. 

Hierdie veldtog word van stapel gestuur op 
’n tydstip wanneer die toestand ten opsigte 
van geestesgesondheidsdienste kritiek geword 
het, en wanneer die belangrike nuwe begrippe 
wat ontwikkel is, vir die voorkoming en be- 
handeling van geesteskwale toegepas word. 

By die beplanning van toekomstige geestes- 
gesondheidsdienste is dit nodig om alle ad 
hoc-lapwerk te laat vaar ten gunste van die 
dappere begrip van ’n veelomvattende skema 
behelsende al die nodige vereistes vir die voor- 
koming en behandeling van geesteskwale en 
die bevordering van geestesgesondheid. In 
besonder vereis dit planne vir ’n integrerende 
gemeenskapsdiens, soos volledig uiteengesit in 
die verskillende bydraes wat in hierdie uitgawe 
gepubliseer word. 

Op hierdie besondere gebied word~ groot 
veranderings oor die algemeen aangebring. 
Soos verskillende skrywers daarop wys, moet 
die klem nie langer val op die oprigting van 
meer inrigtings waarin pasiénte opgeneem kan 
word nie. Inteendeel, die bewaringsbegrip as 
’n noodsaaklike onderdeel van die behandeling 
van sulke pasiénte is vernietig, en die klem val 
nou heeltemal ten regte (uit die mensliewend- 
heidsoogpunt betrag) op die oopstelling van 
inrigtings vir sielsiekes; op die behandeling 
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pient psychotic patient and rapid treatment 
when this becomes necessary. 

Such a programme is inseparable from a 
considerable medical staff (with the attendant 
ancillary workers), going into the homes of the 
patients in order to practice prevention and 
treatment. 


THE ROLE OF THE GENERAL PRACTITIONER 


It is in this context that there is recognition 
of the important part which the general prac- 
titioner can and must play, if we are to cope 
with and not be overwhelmed by developments 
in the field of mental illness. 

The general practitioner may be regarded as 
serving in the front line in this attack on a 
growing problem. It is important for him to 
join forces with all other agencies dealing with 
the same problems. He must avoid working 
in isolation. There is no reason why he should 
not handle many cases himself, particularly if 
he has behind him the well planned resources 
of a team of which he is an outriding member. 

Emotionally disturbed cases comprise a very 
considerable part of general practice and there 
is unfortunately, in orthodox undergraduate 
training, inadequate provision to equip the 
average practitioner to deal with this large field 
of medical practice. If, therefore, he needs a 
post-graduate refresher course, this should and 
can be arranged. On the educational front, 
however, the remedy must be carried further 
back so that the necessary provision is made 
in the medical curriculum to give students the 
correct perspective for successful practice. For 
this purpose they need, as a minimum, practical 
psychiatry which deals with normal emotional 
needs and personal relationships, minor malad- 
justments and neuroses and prevention and 
after-care of mental illness. 

Throughout our periods of learning, teaching 
and practice, the emphasis must be on the pro- 
motion of mental health, so that we are not 
confronted with the almost unmanageable psy- 
chiatric end-state. The practitioner can learn 
to manipulate the incipient stages of emotional 
disturbance, thus making an important contri- 
bution to the prevention of the development 
even of some of the psychoses. For this reason 
alone, simple psychotherapy must become an 
integral and articulate part of the student's 
training and the doctor's practice. 

Modern drugs have extended our capacity to 
reach out and to grapple with psychiatric prob- 
lems which could hardly have been contem- 
plated only a decade or two ago in the field of 
emotional disturbances. These drugs, whether 
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van pasiénte so lank moontlik binne die ge- 
meenskap waaruit hulle kom; en op na-versor- 
ging en rehabilitasie ,in die veld.’ Dit beteken 
eslaagde, vroeé ontdekking van die kwaal, ’n 
Gace kans om te voorkom dat ’n ramp die 
beginnende psigotiese pasiént oorval, en vin- 
nige behandeling wanneer dit nodig word. 
’n Voorvereiste vir so ’n program is dat daar 
’n aansienlike mediese personeel moet wees 
(met al die bykomstige hulpwerkers) wat na 
die huise van pasiénte kan gaan om voor- 
komings- en behandelingsmaatreéls toe te pas, 


DiE ROL VAN DIE ALGEMENE PRAKTISYN 


Dit is in hierdie verband dat erkenning ver- 
leen word aan die belangriké rol wat die alge- 
mene praktisyn kan en moet speel as ons ont- 
wikkelinge op die gebied van geesteskwale dic 
hoof wil bied, en nie deur daardie ontwik- 
kelinge oorweldig wil word nie. 

Die algemene praktisyn staan as ’t ware in 
die frontlinie van hierdie aanval op ’n vraag: 
stuk wat steeds groter word. Dit is van be- 
lang dat sy kragte saamgesnoer moet word met 
dié van alle ander agentskappe wat dieselfde 
probleme probeer oplos. Hy moet hom daarvan 
weerhou om in afsondering te werk. Daar is 
geen rede waarom hy hierdie pasiénte nie self 
kan behandel nie, veral as hy gerugsteun word 
deur die planmatige hulpbronne van ’n span 
waarvan hy die los ruiter is. 

’n Baie groot gedeelte van sy praktyk be- 
staan uit die behandeling van emosioneel ver- 
steurde pasiénte, en in die ortodokse opleiding 
van ongegradueerdes is daar ongelukkig nie 
doeltreffende voorsiening vir die bekwaam- 
making van die gemiddelde praktisyn in hier- 
die aansienlike sfeer van sy toekomstige 
mediese praktyk nie. As hy derhalwe ’n na- 
graadse herhalingskursus nodig het, moet en 
kan so ’n kursus gereél word. Aan die opvoed- 
kundige front, egter, moet die redmiddel ver- 
der teruggevoer word. Maw. die mediese 
leerplan moet so opgestel word dat dit die 
studente ’n korrekte perspektief vir ’n sukses- 
volle praktyk sal gee. Hul minimum-vereistes 
in hierdie opsig is praktiese psigiatrie wat 
handel oor normale emosionele behoeftes en 
persoonlike verhoudinge, minder ernstige wan- 
aanpassings en neuroses, en die voorkoming 
en na-behandeling van geesteskwale. 

Dwarsdeur die hele tydperk wanneer ons leet, 
doseer en praktiseer moet die klem op die bevorde- 
ring van geestesgesondheid gelé word sodat ons nie 
voor ’n byna onhanteerbare psigiatriese eindposisi¢ 
te staan kom nie. Die praktisyn kan leer hoc om 
die beginstadiums van emosionele versteuring te 
behandel, en op hierdie wyse kan hy ’n_belangrike 


bydrae doen tot die voorkoming van die ontwik- 
keling selfs van sommige van die psigoses. Om 
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they be sedatives, tranquillizers or psychic ener- 
gizers, can only be used to their best advantage 
if the practitioner fully comprehends the nature 
of the problem he faces. They are all ancillary 
emotional splints for conditions which still re- 
quire patient human understanding. 

The general practitioner then, even if he is 
not a member of a public service department, 
is nevertheless a member of a professional team 
and his work must be integrated with that of 
the rest of this team. To-day such co-opera- 
tion is possible and points the way to an effec- 
tive assault upon a formidable problem. 


THE PSYCHIATRIC PROBLEM AND 
AFRICANS 


As is clear from Dr. Margetts’ paper, there is 
an even vaster problem which confronts us in 
respect of mental disturbances amongst the 
non-White populations of Southern Africa. 
This difficult matter reveals the enormous 
hiatus in our educational programme, both 
undergraduate and post-graduate. It is prob- 
able that the most suitable practitioner to tackle 
this problem is one who has racial and cultural 
afiinities with the patients he must treat, but 
there are only very few such practitioners avail- 
able. This reasonable requirement exposes the 
enormous field for research and practice which 
must yet be developed extensively. 

Our greatest achievement will be realized 
when, in the light of modern concepts and de- 
velopments, emphasis is placed on brains rather 
than bricks, thus creating a mobile therapeutic 
approach, best able to cope with the very 
ane problem with which our Society is 
aced, 
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hierdie rede alieen behoort eenvoudige psigoterapie 
*n integrerende en duidelike onderdeel van die 
—_ se opleiding en die dokter se praktyk te 
word. 

Moderne geneesmiddels het ons in staat gestel om 
psigiatriese probleme aan te pak en op te los op ’n 
wyse wat slegs ’n dekade of twee gelede ondenkbaar 
was in die sfeer van emosionele versteurings. Hierdie 
middels, of hulle now al stil- of kalmeermiddels of 
psigiese energieverwekkers is, kan egter slegs tot die 
grootste voordeel van die pasiént aangewend word 
indien die praktisyn ’n baie duidelik begrip het van 
die probleem waarvoor hy te staan gekom het. Hulle 
is almal emosionele hulpmiddels vir toestande waar- 
van die dokter geduldige, mensliewende kennis 
behoort te dra. 

Die algemene praktisyn dan, selfs wanneer hy 
nie lid van ’n staatsdiensafdeling is nie, is nietemin 
’‘n lid van ’n professionele span, en sy werk moet 
met dié van die res van die span geintegreer word. 
Sodanige samewerking is vandag moontlik, en kan 
die voorloper wees van ‘n geslaagde aanval op ‘n 
baie gedugte probleem. 


DIE PSIGIATRIESE PROBLEEM EN 
NATURELLE 


Soos duidelik uit dr. Margett se referaat “blyk, het 
geestesversteurings onder die nie-blanke bevolking 
van Suidelike Afrika ons voor ’n selfs omvangryker 
probleem te staan gebring. Hierdie moeilike saak 
openbaar die geweldige leemte in ons opvoedkundige 
program vir sowel ongegradueerdes as gegradueerdes. 
Die geskikste praktisyn om hierdie probleem aan te 
durf, is waarskynlik die persoon wat uit ’n rasse- of 
kultuuroogpunt verwant is aan die pasiénte wat hy 
moet behandel, maar baie min van hierdie soort dok- 
ters is beskikbaar. Hierdie redelike vereiste werp lig 
op die enorme navorsings- en praktykveld wat nog 
op uitgebreide ontwikkeling wag. 

Ons grootste prestasie sal ’n werklikheid word 
wanneer, in die lig van moderne begrippe en ont- 
wikkelinge, die klem op brein liewer as op bakstene 
val. Dit sal ’n mobiele terapeutiese benadering skep 
wat ons in staat sal stel om die baie ernstige prob- 
leem waarvoor ons samelewing te staan gekom het, 
op ’n doeltreffende manier die hoof te bied. 


THE DEVELOPMENT OF MENTAL HEALTH FACILITIES 
IN SOUTH AFRICA 


H. Moross, M.B., B.S. (DURHAM), D.P.H. (RAND) 
Medical Superintendent, Tara Hospital, Johannesburg 


The present trend in psychiatry is to prevent 
and treat mental illness iv the community, i.e. 
where the illness arose; and, if the patient must 
be hospitalized, to treat him early and return 
him quickly to his own community. This fol- 
lows from our conviction that most mental ill- 
ness arises in and is a product of the society in 
which the patient lives, and is in contrast with 
the now out-moded practice of isolation and 
prolonged custodial care. 

In general medicine, the value of prevention 


has been more widely recognized than in psy- 
chiatry. 

This communication outlines ways and 
means, under South African conditions, for 
better mental health. It also discusses the faci- 
lities necessary for an integrated community 
mental service wherein successful prevention 
and effective treatment can be performed; and 
outlines some of the existing facilities. 

The community may be defined as 3 closely 
inter-related areas—home, school and work. 
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PROMOTIVE AND PREVENTIVE PSYCHIATRY 


The Role of the Family and Education. The 
home is the keystone for fostering good mental 
health. In its matrix, through his earliest 
human relationships, the infant's salient social 
attitudes and object relations are shaped. This 
matrix, with its dynamic structure, customs and 
taboos, will probably survive plans for its aboli- 
tion and remain the effective unit of social 
structure for a long time to come. 

Education is important in smoothing out or 
accentuating deviations from optimal mental 
health. Yet it must give precedence to the 
family, which represents original love and hate 
objects; the educationist represents these at the 
first remove. 

The personality of the future adult depends 
on the combined early influences of home and 
education. Its make-up can still be moulded 
during later adolescence. The last chance of 
affecting this structure is in the hands of the 
social agencies which cater, during later adoles- 
cence, for the further development of adequate 
men and women. 

To produce mentally adequate people, several 
generations of infants should clearly be brought 
up from birth to maturity according to the 
best principles of mental hygiene available.! 
Pre-Natal Services Relative to Mental Health. 
Doctors and midwives need to understand the 
significance of the emotional factors in child- 
bearing.2 Too often pre-natal services are re- 
garded in terms of nutrition, anatomy, physio- 
logy and chemistry, with a failure to recognize 
the great emotional significance of the ex- 
perience of childbearing. 

The staff concerned must be taught the nor- 
mal emotions which go with pregnancy and 
maternity; as well as how to handle special 
emotional problems, e.g. false pregnancy, abor- 
tion, aversion to pregnancy and severe medical 
complications. Thus they can aid in the emo- 
tional readjustments which the woman faces. 

The doctor and the nurse must be able to 
give information on the normal physiology and 
psychology of pregnancy to individuals or to 
groups of pregnant women. 

Ideally, to assist in the mental preparation 
for childbirth, the pre-natal service should not 
be separate from obstetrical and post-natal ser- 
vices. 

Maternal and Child Welfare Services. Apart 
from being familiar with the child’s normal 
development of motor activities, intelligence, 
speech, effective development and capacity for 
relationships, doctors and nurses must also be 
familiar with the emotional problems of the 
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child's early years. Over and above attending 
to physical needs, they should have sufficient 
time to help mothers with their emotional 
problems. 

There should also be a link between mater- 
nal and child welfare services, nursery schools, 
school medical services and services responsible 
for children with serious emotional and intel- 
lectual disorders. 

Pre-School and Nursery School Clinics. Physi- 
cal and psychological problems can be detected 
early at pre-school and nursery school clinics, 
and early treatment can be given by a team 
comprising the doctor, the nurse, the psycholo- 
gist and the social worker, so that the family 
is treated as a whole. i 

School Health and Child Guidance Clinics. 
School medical officers, teachers and school psy- 
chologists pay increasing attention to the men- 
tal aspects of child health. 

The concept of child guidance centres is be- 

coming universally accepted and there already 
exist very satisfactory pilot schemes in this 
country. In such centres, school health workers 
must, in the interests of the children, develop as 
close a relationship with them as they should 
develop with the teacher. 
Special Schools for the Handicapped Child. 
These must give as much attention to their 
emotional needs as to the handling of the speci- 
fic disability from which the children suffer. 
The mentally defective child, eg. needs a 
mother’s love quite as much as does a normal 
child; and the blind child needs a great deal 
of understanding to overcome his severe han- 
dicap. 

The psychological mutilation which the 
child’s self-esteem may suffer in his early years 
from the growing realization of his handicap, 
may prove more crippling than the physical 
handicap itself, unless the responsible health 
workers treat this aspect of the problem. 
Vocational Guidance. Mental hygiene must 
take cognizance of present trends in examina- 
tion systems and selection for ‘ streaming ’ pre- 
adolescents and adolescents. More psycholo- 
gically sound use of potential abilities by 
matching of vocation to personal endowment 
and character should have a place in this pro- 
gramme. 

Job analysis of occupations, such as medicine, 
engineering, accounting and so on, and the use 
of selection procedures and progress checking 
for aspirants in such professions, should reduce 
the ‘ failures’ and the number of problem stu- 
dents. 

Occupational Health and Work. 


Home, | 
school and work cannot be separated: emo- | 
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tional problems at home affect the child at 
school and the man at work; and the process 
can act in reverse. 

Absenteeism is common in persons with 
neuroses.? Neurosis is responsible for 4-4 of 
absence due to all forms of sickness. 

Occupational health must therefore heed 
qualities of mind and temperament as well as 
organic health. Enlightened employers of 
labour know that increased production depends 
on the workers as persons and not only as tech- 
nicians. From this it follows that industrial 
officers, social workers, industrial nurses and 
personnel officers must be aware of mental 
health principles and must maintain close 
iaison with extra- and intra-mural psychiatric 
services. This enables workers to receive early 
creatment; if hospitalized, on discharge they are 
re-employed, supporting and maintaining them- 
selves in their occupation. 

Physically or mentally handicapped persons 
may require special training or re-training, or 
may need sheltered employment temporarily or 
permanently. 

Alcoholism and Drug Addiction. These are 
ever-increasing medico-social problems and 
much good work is already being done in the 
promotive and preventive fields to extend ex- 
isting facilities. 

Care of the Aged. The health problem of this 
group increases as life expectancy increases. In 
some countries the expected life span has nearly 
doubled in the last 100 years. The physical 
and physiological changes accompanying old 
age are well known to the average layman, but 
the psychological changes are much less widely 
understood. Workers in a community psychia- 
tric service must understand the normal psy- 
chological problems which face both the ageing 
and their families. The service must give age- 
ing people opportunities for maintaining social 
contact in life, and for remaining maximally 
productive and active in the life of the com- 
munity.* 


NEW TRENDS IN THE HANDLING OF MENTAL 
DISORDERS 


The new trends are different from certain tradi- 
tional attitudes that grew up in earlier days, 
such as isolation of the mentally ill, In Hol- 
land, e.g. many mental patients are cared for 
in their community, in private homes or in 
some type of supervised extra-hospital accom- 
modation.° 

While the present emphasis on promotive 
and preventive measures will substantially pre- 
vent the development of mental illness, with 
our present limitations of knowledge, a pro- 
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portion of the community will still develop 
mental illness. This, though inevitable, should 
not relax the need for early treatment of these 
cases. Some can be treated as out-patients and 
others as day- or night-patients. This group 
can continue as members of the community. 
Others will require more intensive treatment in 
neuroses or other special treatment units or in 
mental hospitals for short periods; and some 
may need prolonged care or control in long- 
term treatment units. Most will recover or im- 
prove sufficiently on treatment to return to the 
community, which will require training and 
assistance to receive them into it again and aid 
in their rehabilitation. 


THE REGIONAL PSYCHIATRIC HOSPITAL 


When hospitalization becames necessary, the 
large mental hospital of the traditional type is 
not really suitable for treatment.’ 

A relatively small active treatment regional 
hospital should be the central structure of a 
community psychiatric service. Such a hospital 
should not exceed 200-500 beds and could be 
provided with out-patient facilities and, in some 
parts, with mobile units. Apart from their 
therapeutic duties, such regional hospitals could 
also serve as clearing houses for the mentally ill. 

These small regional hospitals should be as 
open as possible and should be in the midst of 
the community. Their main purpose is the 
early detection of mental illness and rapid treat- 
ment in a therapeutic environment’ They 
should be associated with ‘Day’ and ‘ Night’ 
Hospitals. 

A ‘Day Hospital’ is an institution where 
clinical treatment (e.g. electro-shock) is given to 
patients whose behaviour is such that in the 
evening they can return to their families. A 
‘Night Hospital’ caters for patients who need 
treatment or supervision during the night, but 
who for some reason cannot adequately be 
looked after in their homes. 

The prevention of chronicity and relapse and 
full scale rehabilitation should be amongst the 
aims of this type of hospital. 

This does not imply that prevention in the 
mental health field must be based here exclu- 
sively. All extra-mural facilities must be used.° 

As the central structure of the regional psy- 
chiatric service, the hospital should be a co- 
ordinating, training and research centre as well. 


1. CO-ORDINATION 


Previously, in most societies, mental illness in 
its various forms has been cared for by discrete 
units, often split off from other agencies in the 
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same and related fields. At best all these facili- 
ties have been only partially integrated with 
one another. There is now a need for all these 
separate agents to be integrated in a compre- 
hensive scheme, conceived and executed on a 
sufficiently large scale so as to effectively tackle 
the vast problem of mental illness. Some of the 
services and agencies that could function best 
if integrated in a comprehensive scheme are 
the following : 


PROMOTIVE, PREVENTIVE AND EARLY TREATMENT 
FACILITIES IN THE COMMUNITY 


i. Socio-Psychiatric Conditions. Marriage guid- 
ance and heredity clinics, child guidance clinics, 
industrial health clinics, mental health societies, 
student counselling, etc. 

ii. Emergency Psychiatric Services in the Com- 
munity. These would render immediate aid in 
dealing with disrupting factors at home, at school or 
at work. 

iii. Psychiatric Departments in General Hospitals. 
The close association with psychiatric work in general 
hospitals is obvious.!0, 11 

iv. Family Care Services.'\2 As our efforts are 
being directed towards keeping patients in the com- 
munity for as long as possible, family care of the 
patient in his home is an important community 
psychiatric service. 

Trained personnel who have entry to the homes 
of people have unique opportunities for recognizing 
the early signs of socio-psychological breakdown, 
and to develop an understanding of fundamental 
mental health principles and the facilities in the 
community which are available to help. These per- 
sons are midwives, public health and district nurses 
and social workers. It is clear that such workers 
must work as an integrated team and must know 
when and where to refer problems to other workers. 
For instance, a midwife who understands the effect 
of rejection on an infant may become aware of such 
an attitude in a particular home and may realize 
that this is perhaps fundamentally a marital prob- 
lem. She will then persuade the parents to accept 
help from a marriage guidance council. An aware- 
ness of mental health principles and their practice 
in ante- and post-natal clinics is becoming an obvious 
necessity. 

v. Special Units. These include units for the 
treatment of alcoholics and drug addicts; epileptics; 
the criminally insane; and the handicapped, e.g. the 
deaf, the blind, the spastics and the cripples. 

vi. Long-Term Facilities. Hospitals for long- 
term mental disorders, colonies for mental defectives, 
farm colonies for long-term rehabilitation of mental 
disorders and work colonies for long-term rehabili- 
tation of socio-psychological cases are included under 
this heading. 

An extract from the Fifth Report of the WHO 
Expert Committee on Mental Health states: 

“While stressing the importance of the active 
Unit with its special significance for preventive pur- 
poses, we must bear in mind that the psychiatric 
hospital also has a heavy task in respect of chronic 
patients. There is a considerable number of those 
in every country. Though it is reasonable to hope 
that present-day intensive treatment may be able to 
prevent the evolution towards chronicity in many 
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cases, something must also be done for those who 
have already become chronic. All countries which 
have long-established psychiatric services have large 
numbers of patients who have been detained for 
years in more or less custodial institutions. There- 
fore, courage will be required to decide where the 
main effort of mental health care should be concen- 
trated. Health administrations were faced with a 
somewhat similar problem in dealing with tuber- 
culosis many years ago. They had then to decide 
whether to give inadequate attention to all, or to 
concentrate their energy and resources on the fresh 
and relatively hopeful cases. Eventually they took 
the latter course. The WHO Expert Committee on 
Mental Health believes that in respect of mental 
disorder it will be necessary to arrive at a similar 
decision. In other words, although some provision 
must, of course, be made for the chronic patients, 
their care and treatment should be viewed in proper 
perspective, i.e. as part of, and no longer as the 
focal point of, the mental health Service. 

The long-stay Unit is a necessary complement of 
the central establishment with its predominant inter- 
est in active treatment and prevention. It is a 
serious mistake to entrust to it the main _responsi- 
bility for the work to be carried out in all spheres 
of mental health. 

In countries where it is customary to care for 
the mentally sick in their homes, it may be necessary 
to ensure that only frankly anti-social patients are 
detained in hospital. Evidence from countries 
where “ boarding out” and domiciliary care are the 
rule rather than the exception, shows furthermore 
that these forms of treatment are both workable and 
effective. 

Although a wholesale discharge of chronic cases 
from the mental hospital is out of the question, it is 
certain that a good number of the patients who live 
at present in institutions could readily be placed in 
sheltered employment or cared for by their families 
with the help of social workers and voluntary 
organizations. Many cases will, nevertheless, need 
more or less permanent institutional care. These 
long-stay patients should certainly not be deprived 
of the benefits of active medical therapy. WHO 
statistics show that 10-15% of the number respond 
very well to systematic treatment and, although the 
improvement obtained will perhaps not be sufficient 
to make their return to the community possible, it 
will often make their lives in the institution freer 
and fuller.’ 

vii. Facilities for Continued Treatment and Re- 
habilitation in the Community. Services which are 
engaged in after-care and rehabilitation of mentally- 
ill patients need co-ordination. These include mental 
health societies, half-way homes, social clubs, com- 
munity and play centres, and government depart: 
ments which have a bearing on rehabilitation and 
continued treatment, e.g. Justice, Labour, Social Wel- 
fare and Education. For example, at the level of 
the Department of Justice there are the psychological 
services pertaining to Children’s and Juvenile Courts, 
and Prisons. 

There are psychological services dealing with 
sheltered employment and retaining units in the 
Department of Labour; and the Department of 
Social Welfare has responsibility vested in it for 
the manipulation of medico-social problems—for 
example, divorce, prostitution and juvenile delin- 
quency. The Department of Education also pro- 
vides psychological services in the region. All these 
various facilities must be co-ordinated to serve the 
needs of a comprehensive mental health service. 
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2. ‘TRAINING 


The regional active treatment hospital should 
be the training centre for: 


Medical Practitioners : 
Undergraduate 
Post-graduate 

Nurses: 

Basic 
Post-basic 
Within the service, e.g. Health Visitors, District 

Nurses, etc. 

Allied Professtonal Groups: 
Psychologists 
Social Workers 
Occupational Therapists 
Speech Therapists 
Recreational Therapists 

Ozher Groups: 

General Practitioners 
Educationists. 

Clergy 

industrialists 

The Public: 

Public Relations. 


Appropriate training is a fundamental neces- 
sity for the development and maintenance of 
the community psychiatric programme envis- 
aged. Such training schemes must include the 
teaching of doctors, nurses and public health 
workers, as well as instruction of groups of 
other disciplines involved in psychiatric work. 

The latter still often think of the mainten- 
ance of health solely in terms of anatomy, phy- 
siology and the chemistry of the body, and the 
understanding of disease in terms of physical 
pathology. Few workers in the general field 
of health have been educated to think of emo- 
tions and behaviour (or misbehaviour) as as- 
pects of health. 

The training in mental health principles of 
other groups, e.g. educationists, the clergy, 
magistrates, employers of labour, etc., is equally 
important. 

Mental Health Education of the Public. 

The systematic employment of psychiatric hos- 
pital staff in extra-mural therapeutic as well as 
promotive, preventive and educational activities 
is implicit in a community psychiatric service. 
Health education is an essential part of the task 
of the therapeutic team in a community service 
and it cannot be treated as a separate activity. 
It is doubtful whether mental health education 
can be effective if undertaken by persons who 
are unknown or unacceptable to the com- 
munity, in that resistance may be engendered 
which may defeat the educational process. 

The education of the public by planned 
public relations schemes in an understanding 
of mental health principles to overcome preju- 
dice and generate a healthy acceptance of men- 
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tal illness, should be a continuous and per- 
vasive function of the regional hospital. 

In mass education, however, it is attended 
by certain dangers. Those who direct it need 
to be aware of the danger of creating hypo- 
chondria in the public. It is known, too, that 
deep anxieties aroused by certain communicable 
diseases have been increased rather than dimin- 
ished as a result of certain mass educational 
campaigns. 


3. RESEARCH 


The hospital should be the permanent base for 
the development, administration and control 
of research into all aspects of the community 
psychiatric service. 

There is a need not only to expand the fron- 
tiers of social psychiatric knowledge, but also 
to keep abreast of rapidly changing conditions 
and their impact on the promotion of mental 
health and the prevention and treatment of 
mental illness. Etiological research will make 
possible increasingly effective _ preventive 
methods. 

A most important research aspect is to offer 
desirable conditions for scientific work. This 
makes it easier to attract properly qualified 
personnel. By providing opportunities for the 
publication of scientific work, by making avail- 
able good scientific library facilities, by arrang- 
ing for scientific meetings and by providing 
programmes for continued training within ser- 
vice, it is possible to keep staff members 
abreast of developments elsewhere and inten- 
sify interest in scholarship. 


ORGANIZATION AND ADMINISTRATION 


No rigid pattern can be followed for com- 
munity integration of the service. This will 
vary with the geography, demography and eco- 
nomy of the area, its racial and cultural con- 
tent and the outlook of its populace. 


It is beyond the scope of this communica- 
tion to discuss the level of responsibility for a 
regional mental health service. This ~is ob- 
viously a matter for the policy maker and legis- 
Jator. This contribution would, however, be 
imcomplete if nothing were said of some prin- 
ciples of mental health which should operate 
within the administration of the scheme, for 
much that has been described would not other- 
wise work effectively. 

Certain aspects of administration are particu- 


larly important from a mental health point of 
view, e.g. : 
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1. Interpersonal Relations. The administra- 
tion must engender an attitude in the staff 
which will promote tolerance and understand- 
ing towards their patients, as well as efficiency. 
The therapeutic climate must therefore be one 
in which good interpersonal relations are fos- 
tered. 

The patient’s first impression will be condi- 
tioned by his initial state of mind on arrival 
at a clinic or hospital. The attitude and out- 
look of the telephone operator or the recep- 
tionist plays a significant role in influencing 
this state of mind. Their attitudes will in turn 
be determined by that of the leadership they 
receive. Every member of the staff should 
therefore feel that he is a full participant in a 
team effort of creative activity through which 
the service benefits. 

2. Communication. Interpersonal relations 
are influenced by the manner of communication 
as from the administration or as from one mem- 
ber to another. 

When staff co-operation is expected in plan- 
ning a project, discussions and staff meetings 
are amongst the best means of communication. 
Personal modes of communication should take 
precedence over the impersonal. For example, 
face-to-face talk is better than a telephone call, 
a telephone call is better than a letter, and a 
letter is better than a circular directive.!3 '4 

3. In-Service Training. In-service training 
for clerks, telephone operators, receptionists, as 
well as professional staff, is essential for each 
staff member to get a picture of the work of 
the service as a whole and an understanding of 
individual duties and the problems of other 
workers. 

4. Staff Establishments. All who come into 
contact with the patient should have some in- 
sight into his emotional needs. Enough time is 
therefore required for each staff member to be 
able to listen to him. The efficiency of the 
organization therefore depends on the size of 
the staff necessary for the service. 

In the foregoing examples only brief refer- 
ence has been possible to some of the more 
salient points in order to indicate certain fun- 
damentals in administration, especially as they 
apply in the mental health field. 


MENTAL HEALTH FACILITIES WHICH EXIST IN 
THE JOHANNESBURG AREA 


To indicate the various facilities which are 
associated in some way with mental health 
work, and which may well be incorporated in 
a community mental health scheme, the Johan- 
nesburg area is quoted simply as an example. 
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Johannesburg is particularly well endowed 
with facilities, a list of which is appended to 
show the extent and also to serve as a guide 
for medical practitioners who may want to use 
them. 


PROMOTIVE, PREVENTIVE AND CURATIVE 
SERVICES 


These are rendered, where possible, in the 
undermentioned fields : 

1. Marriage Guidance: 

The Johannesburg Marriage Guidance Society, 17 
Glencairn House, 36 Joubert Street. ; 

2. Child Guidance: 

i. The Johannesburg Child Guidance Clinic, 


Wanderers View. 
ii. The Children's Clinic, Tara Hospital, Hurling- 


am. 

iii. The Johannesburg School Clinic, Transvalia 
House, 146 Jorissen Street, Wanderers View. 

3. Facilities for Mentally Handicapped Children: 

i. Occupation Centre (Non-Residential), 13, Lilian 
Avenue, Fordsburg, conducted by the Mental Health 
Society of the Witwatersrand for young boys who 
have been exempted from special schools and from 
sheltered employment. 

ii. Residential Accommodation: 

(a) San Michele for mentally defective boys, 7 
and 8 Steytler’s Building, Loveday Street. 

(b) Harmony Home (for boys over 12 years old), 
P.O. Box 504, Germiston. 

(c) San Salvador, for mentally defective girls, 
Melville Road, Hyde Park. 

(d) The Woodside Sanctuary for mentally defec- 
tive babies, Care of the Secretary, Management 
Committee, Woodside Sanctuary, P.O. Box 351. 
(Sanctuary, 66, Yeo Street, Yeoville). 

iti. Special Schools for Mentally Handicapped 
Children: 

(a) For children in government schools experienc- 
ing difficulty. Testing is done (by the school psy- 
chologist) from the age of 9 years. If the intelli- 
gence quotient is +80, the child is placed in a 
special class. Most primary schools have special 
classes. For those over 13 years, there is the Edith 
Hines School, Fairview. 

(b) Private Special Schools: 

i. Jeppe School for backward children at the 
Jeppe Play Centre. (Intelligence quotient, 20-50; 
ages 3-16 years). 

_ This school is registered as a welfare organiza- 


tion. 

ii. The Dunkeld Tutorial College, Craighall Park. 
(Intelligence quotient, 55-90). 

This school is registered with the Transvaal Edu- 
cation Department. 

iii. The James Edward Special School, Denver, 
for pre-school children with intelligence quotient 
under 50. 

This school is registered with the Transvaal Edu- 
cation Department. 

4. Psychiatric and Psychological Services: COut- 
patient services are given at the Mental Health 
Society of the Witwatersrand, the Johannesburg 
General Hospital, Sterkfontein Hospital, Tara Hos- 
pital, Edenvale Hospital and The Transvaal Memo- 
rial Hospital for Children. 

Accommodation for in-patients exists at the Johan- 
nesburg General Hospital (for non-certifiable cases), 
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Tara Hospital (for non-certifiable patients, as well 
as for neurological problems). In addition, there 
are several private nursing homes catering for 
psychiatric patients. 

For non-Europeans, diagnostic and ‘clearing’ ser- 
vices are rendered at Baragwanath and Coronation 
Hospitals and at the Non-European Hospital, Johan- 
nesburg. 

At Baragwanath facilities exist for electrotherapy. 
The need for psychiatric facilities in the community 
tor non-Europeans remains urgent. 

5. Alcoholics: The undermentioned organizations 
engage in promotive and preventive work: 

(a) The South African National Council for Alco- 
holism, Stanger House, Andersen Street. 

(b) The Social Affairs Department of the Johan- 
nesburg Municipality, Welfare House, 168 Fox 


Street. 

(c) The Rand Aid Association, 42 Annett Road 
Cottesloe. 

(d) The South African Railways Temperance 
Society, Room 706, Nat. Aid Building, 14 Plein 
Street. 

(e) Onesimus, P.O. Box 433, Pretoria—organized 
by the Dutch Reformed Church. 

(f) The Salvation Army Headquarters, 131 Com- 
missioner Street (P.O. Box 1018). 

(g) Toc H Headquarters, Balgownie House, Com- 
missioner and Sauer Streets. 

(bh) Alcoholics Anonymous, Johannesburg Central 
Group, 22 Quill House, 114 Pritchard Street. 

Curative work is carried out by: 

i. The Rand Aid Association at Northlea, Berg- 


ei; 

Mount Collins (for women), Bergvlei. Wedge 
Farm, Bergvlei; 

Mitchell Home for the Rehabilitation of Women, 
Cottesloe. 

ii. The Johannesburg Society for Alcoholism and 
Toc H at The Gables, Cleveland Road, Cleveland. 

6. Delinquency: 

(a) St. Joseph’s Training College, 277 Louis Botha 
Avenue, Orchards. 

(6) The Johannesburg Child Guidance Clinic, 
Salstaff Building, Smit Street, Wanderers View. 

(c) The Union Department of Soctal Welfare, 
New Customs House, corner of Fraser and Pritchard 
Streets. (Private Bag 3). 

(d) The Social Affairs Department of the Johan- 
nesburg Municipality, Welfare House, 168 Fox 
Street. 

(e) The Psychiatric Out-Patient Clinics of the 
Johannesburg General Hospital. 

(f) The Normal Home for Boys awaiting Trial 
and ad Norwood Home for Girls, 9th Street, Nor- 
wood. 

(g) The Diebkloof Reformatory for non-European 
Boys, Private Bag, P.O. Booysens, and the Talitha 
Training School for non-European Girls, Perth Road, 
Western Native Townships. 

(h) The Johannesburg Council for Youth Prob- 
lems, care of The Youth Centre, 80 Loveday Street, 
takes practical steps to try to reach, help and socially 
readjust those young people whose behaviour is a 
source of concern to the citizens of Johannesburg. 
Initial planning for this task has commenced and 
it has as active workers practical authorities in the 
field such as local heads and senior officials of the 
government, provincial and municipal departments, 
the University of the Witwatersrand, Welfare Agen- 
cies and Social Service Organizations, as well as 
interested members of the public. 
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7. Epileptics : 

Services are given at the Out-Patient Department 
and at the Neurosurgical Department of the Johan- 
nesburg General Hospital; also at Tara Hospital. 

The Rand Epileptic Employment Association, 
Marlborough Avenue, Craighall Park (Private Bag 
1, Craighall), provides accommodation for single 
and married men and women. 

8. Sheltered Employment: 


Two depots are run by the Department of 
Labour: 

1. 13 High Road, Fordsburg. 

2. Service Products, Hippo Road, Hector Norris 
Park. All negotiations are via the Department of 
Labour, Labour House, 180 Bree Street. 

Women’s Work Depot, run by the Municipal 
Social Affairs Department, 76 Stiemens Street, 
Braamfontein. 

Some of the sheltered employment schemes as at 
present constituted in South Africa are not entirely 
suited to the needs of mentally ill patients. 

1. The emphasis is on productivity. Persons in 
sheltered employment must be at least 50% pro- 
ductive. Persons with psychiatric illness may not at 
first, or at all, be able to achieve this, though they 
would be capable of at least something if adequately 
selected. 


2. They are conceived of as a terminal disposal 
of the patients by providing work and pay. In the 
case of the psychiatric patient sheltered employment 
should be viewed as part of an ongoing effort to 
progressively adapt the incapacitated person to his 
community and should, in contra-distinction, be a 
treatment device, which incorporates work and pay.!5 

9. Family Care Service: 

A limited pilot scheme has been operating at 
Tara Hospital for some months. 


CONCLUSION 


This communication lists the preoccupations of 
those of us who, for many years, have been 
intimately concerned in providing mental 
health services and is an attempt to show: 

(a) The needs that exist in South Africa for 
the accomplishment of better mental health for 
the population and 

(4) Some of the facilities which exist. These 
obviously need expansion. 

While piecemeal development of facilities 
serves an immediate purpose, it is obviously 
not the method of choice. As has been shown, 
it is clear that expansion should be a co-ordin- 
ated and integrative effort. : 

The South African National Council for 
Mental Health has, amongst other bodies, also 
become aware of needs in these respects and 
is engaged in developing a blue print for an 
integrated and comprehensive mental health 
service based on the community. Several Com- 
mittees have been appointed by the Council to 
study the needs in the diverse fields. In due 
course these Committees will present their 
findings and recommendations. 
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As a result of the work of the Blue Print 
Committee for Rehabilitation and After-Care 
Services, a diagram (Fig. 1) has been prepared 
to represent an ideal community psychiatric 
service. This was developed as a basis for fur- 
ther study of the fields where rehabilitation and 
continued treatment or after-care services are 
required and, by and large, embraces most of 
the facilities of a community psychiatric ser- 
vice. As this diagram is subject to modifica- 
tion by the South African National Council 
for Mental Health as a result of furthed study 
and discussion, its inclusion here is intended as 
a guide to the principles involved rather than 
as a rigid framework. 


It is axiomatic that flexibility of policy ad- 
ministration in any blue print for mental 
health services is essential, so that appropriate 
changes may be made in the light of current 
evidence as the programme develops. Cogniz- 
ance must also be taken of the fact that, great 
as are the resources of the community, they are 
not inexhaustible. The human resources for 
promoting mental health and the prevention 
and treatment of mental illness are clearly re- 
stricted. 

In the light of these considerations, it is 
hoped that the thoroughgoing assessment of the 
needs and features that this diagram provides 
will prove a basis for the implementation of 
such schemes as have been elaborated in this 


paper. 
OPSOMMING 


Hierdie mededeling werp die soeklig op die pre- 
okkupasie van diegene onder ons wat al baie jare 
lank betrokke is by die beskikbaarstelling van 
geestesgesondheidsdienste, en is ’n poging om aan 
te toon dat daar in Suid-Afrika behoefte bestaan aan 
die verbetering van die geestesgesondheid van ons 
bevolking. Die aandag word ook gevestig op_som- 
mige fasiliteite wat reeds hiervoor bestaan. Dit is 
duidelik dat hierdie fasiliteite uitgebrei sal moet 
word. 

Terwyl die stuksgewyse ontwikkeling van die ge- 
noemde fasiliteite in die onmiddellikste behoeftes 
kan voorsien, is dit klaarblyklik nie die verkieslike 
metode nie. Dit is heeltemal duidelik dat die uit- 
breiding ’n gekodrdineerde en integrerende poging 
moet wees. 

Die Suid-Afrikaanse Nasionale Raad vir Geestes- 
gesondheid is een van die liggame wat wel deeglik 
bewus is van die behoefte wat daar in hierdie ver- 
band bestaan, en is reeds besig met die ontwikkeling 
van Bloudruk vir 'n geintegreerde en omvattende 
geestesgesondheidsdiens wat op die gemeenskap as 
sodanig gebaseer sal wees. 

Etlike komitees is deur die Raad aangestel om 'n 
studie van die behoeftes in verskeie sfere te maak. 
Later sal hierdie komitees hul bevindings en aan- 
bevelings openbaar maak. 

Ten gevolge van die werk van die Bloudruk- 
komitee vir Rehabilitasie- en Na-versorgingsdienste 
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is ’n tekening opgestel om die ideale psigiatriese 
diens vir ’n gemeenskap uit te beeld. Dit is ont- 
wikkel as grondslag vir die verdere bestudering van 
die sfere waar rehabilitasie en voortgesette behande- 
lings- of na-versorgingsdienste nodig is, en oor dic 
algemeen skyn dit asof dit die meeste fasiliteite van 
psigiatriese gemeenskapsdiens insluit. Aangesier 
hierdie tekening deur die Suid-Afrikaanse Nasionale 
Raad vir Geestesgesondheid gewysig kan word in 
die lig van verdere studie en bespreking, word di: 
hier ingesluit bloot as ’n handleiding tot die begin- 
sels wat by die saak betrokke is, en nie as ’n onbuig- 
bare raamwerk nie. 

Dit is aksiomaties dat buigbaarheid van _beleids- 
administrasie noodsaaklik is in enige Bloudruk vir 
geestesgesondheidsdienste. Geskikte veranderings 

us aangebring word in die lig van die beskik- 
bare getuienis namate die program ontwikkel. Kennis 
moet ook geneem word van die feit dat hoe groot 
die hulpbronne van die gemeenskap ook al is, hulle 
beslis nie onuitputbaar is nie. Die menslike hulp- 
bronne vir die bevordering van geestesgesondheid 
en die voorkoming en behandeling van geesteskwalc 
is uit die aard van die saak beperk. 

In die lig van hierdie oorwegings word daar gc- 
hoop dat deeglike evaluasie van die behoeftes en 
kenmerke van hierdie tekening 'n basis sal verskaf 
vir die uitvoering van die skemas wat in hierdie 
referaat verduidelik word. 
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THE FAMILY PRACTITIONER AND THE PSYCHOTIC PATIENT 


FRED FRANKEL, M.B., B.Ch., D.P.M.. 
Tara Hospital, Johannesburg 


The attitude of the public, and of the medical 
profession as a whole, has in recent decades 
been moving slowly into line with develop- 
ments in the spheres of the psycho-neuroses, 
childhood disturbances, marriage problems, 
alcoholism, etc. This progress has been achiev- 
ed by considerable spreading of information 
along almost all the known lines of modern 
communication. 

The field of the psychoses has moved more 
slowly out of the ‘back cells’ into respectabi- 
lity, and the unkind jest or the humorous refe- 
rence to insanity is a long way from eradication, 
even from medical discussion. Because custo- 
dial care has only in the past 20 years been 
slowly replaced by a therapeutic programme, 
the spirit of custodial care seems still to under- 
lie the average family practitioner's attitude 
towards the psychotic patient. His role, there- 
fore, has been mainly that of an intermediary 
in the distasteful task of transferring the patient 
into custody. 

On councils at the highest international level 
less than 10 years ago, horror was expressed at 
the concept of the open-door mental hospital; 
so there is little wonder that the bulk of the 
medical profession has not yet caught up with 
the changed approach. The physical methods 
of treatment and the previously unhoped for 
efficacy of some of the new available drugs, 
plus the emphasis in recent years on the import- 
ance of socialization and therapeutic occupa- 
tion, have allowed a clearer picture of the true 
nature of mental disease to emerge and at the 
same time have introduced a considerably 
brighter prognosis. 

It is now felt that the violence and aggression 
or the tension and acute distress that are so 
very evident in the early stages of most mental 
illnesses often diminish as the illness progresses. 
In a sense mental disorder is self-limiting, 


burning itself out and leaving a scar of variable 
proportions on the personality. This, in many 
instances, is nothing more than a mild dis- 
ability. Prognosis, therefore, though brighter, 
may still be limited. 

It is clear that what was previously con- 
sidered to be a part of the mental illness was 
often largely the result of social isolation—a 
state of affairs produced by ‘custody’ in the 
chronic wards of mental hospitals. With the 
emphasis in hospitals now being placed on 
treatment and social rehabilitation, often with- 
in the normal community, the leave and dis- 
charge rates are doubling. This means that 
many patients, who have recently been in the 
throes of a psychotic illness, are being sent 
back into the community. Some of these can 
be considered to be completely well or cured, 
and in others the cure is partial. 

It becomes clear that the role of the family 
practitioner in relation to the psychotic patient 
must perforce move into line with these deve- 
lopments. He can no longer confine his efforts 
to arranging custodial care. It is the psychotic 
patient and his family who will require from 
their medical minister more treatment than he 
has been called on to give in the past. This is 
quite apart from the public mental health con- 
cept, which has as an integral part of its 
structure the enlightened family doctor. 

The practical help which will be called for 
can, for convenience, be divided on a chrono- 
logical basis’ into: 

(a) Help at the commencement of the illness and 
the formulation of the plan of treatment, including 
the possibility of medication at home as the only 
form of treatment. 

(b) The maintenance of contact during treatment, 
and liaison between relatives and hospital. 

(c) Help during rehabilitation and a working 
knowledge of the new drug therapies. 

It is opportune, before dealing with these 3 
sections, to discuss briefly the commonest cate- 
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gories of the psychoses and those therefore most 
likely to be encountered. This is not an exhaust- 
ive survey but a presentation of some practical 
features. We can discuss them in 4 categories : 

(a) Manic-Depressive Psychoses : 

i. These may be blatantly depressive (melan- 
cholic) or manic episodes, ies sometimes pres- 
ent as mixed manic-depressive forms, and often 
as a masked form, viz. the pseudo-neurotic 
melancholia which has the characteristics of a 
neurosis, and possesses the mildness we tend to 
associate with neurotic reactions as opposed to 
the severity we have come to expect from 
psychotic reactions. On closer questioning, 
however, classical melancholic features are 
uncovered. 

ii. The episodes in the vast majority of 
instances improve, and do so without treatment, 
but they may last for weeks, months or even 
years in rare instances. 

iii. In the vast majority of improved cases 
the personality reaches the level of pre- 
psychotic adequacy. 

iv. Treatments of choice are euphoriants 
such as the amphetamine group (at times com- 
bined with a mild sedative or relaxant); if this 
fails, electro-convulsive therapy achieves success- 
ful results in a gratifyingly high proportion of 
patients. 

v. Relaxants and the tranquilizers not infre- 
quently deepen the depression or uncover a 
previously unrecognized one. 

vi. Melancholic attacks have a tendency to 
recur in some people. A mental hygiene pro- 
gramme can often prevent the stress that leads 
to a recurrence. 

vii. Prognosis is good. 

(b) Schizophrenia: 

i. An interesting and immensely challenging 
aggregation of symptoms, variously described 
as a syndrome or a disease, believed by some 
to be genetically determined and _physico- 
chemical in origin, by others to be psychogenic, 
and by still others to-result from a combination 
of these factors. 

ii. The prognosis, as a result of the newer 
approach, including physical therapies, drugs, 
socialization, therapeutic occupation, psycho- 
therapy and community rehabilitation, is very 
much less bleak than was previously considered 
to be the case. 

iii. The disease process having burned itself 
out, the personality is left with a disabling scar 
of varying proportions. 

iv. The therapeutic aim can most often not 
be set at complete return to pre-psychotic 
adequacy, but to earning a livelihood along less 
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intellectual lines and adjusting to a life 
sheltered to a varying degree. 

v. The paranoid group of schizophrenic 
patients often continues to harbour a smoulder- 
ing psychotic process after active treatment. 
Because of the activity and long-lived vigour 
of their delusions, the handling of the paranoid 
patient is of importance. The total energy of 
the disturbed personality is mustered in an 
attempt to accumulate proof, signs and evi- 
dence of the hostility and intrigue of those 
around it. In this state whispered discussions 
behind closed doors between doctors and rela- 
tives can only arouse suspicions. Threats at 
removal and rejection can only strengthen them, 
and final removal by force to a closed ward 
under lock and key can only confirm them. 

The patients can best be described as over- 
sensitive and therefore show a strong tendency 
to overinterpret and even misinterpret chance 
events in their surroundings. This description, 
even when given to the patients themselves, is 
acceptable at the same time as being accurate, 
and much preferable to the use of such terms 
as ‘ paranoid,’ ‘ persecutory delusions,’ ‘ suspi- 
cions, etc. However provocative he may be, 
it is wise not to antagonize a paranoid patient 
and to listen to his complaints; then possibly 
the suggestion that he is overinterpreting might 
be made. Not infrequently the doctor, unsure 
of his ground and groping for islets of psy- 
chiatry in his sea of memory, when challenged 
by the patient, hastens to justify his opinions 
and recommendations by quoting technical 
terms. All this only serves to alienate his 
patient even further. Many paranoid patients 
have threads of insight and sometimes seem 
to wonder how correct their assertions are. 
Friendly reference to ‘ possible overinterpreta- 
tion’ may help considerably towards increasing 
insight. 

(c) Psychoses Associated with Structural 
Change in the Brain Substance: 

i. This category is often referred to as the 
organic reaction-type, and a lengthy list includes 
cerebral degenerative disorders, neoplasms, 
changes associated with the pre-senium and 
senium, cercbral vascular disease, etc. 

ii. Unless the pathological reaction is an in- 
flammatory one which can be halted, or a neo- 


plasm which is operable, it generally progresses - 


and the prognosis is usually poor. 

iii. The commonest entity in general prac- 
tice is probably senile dementia. 

iv. The senile patient appears to withdraw 
into a not unpleasant fantasy world of his or 
her own making and the greater distress is, as 
a rule, suffered by the relatives. 
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v. Removal to an institution for the elderly 
or a mental hospital is usually regarded by the 
family as a last resort. Intense guilt is acti- 
vated in relatives when this comes under 
discussion. 

vi. With the newer drug therapies available, 
in some patients the restlessness by day and the 
sleeplessness by night can be minimized. 
Friendly companionship at home, even in the 
form of unskilled nurse-maid attention is then 
often adequate to keep the patient out of 
harm’s way, while allowing the remaining 
members of the family to continue with their 
usual occupations. 

(d) Toxic Confusion: 

i. These states, most often resulting from 
excessive use of alcohol or drugs, not infre- 
quently require the temporary application of 
measures generally reserved for grossly disturb- 
ed psychotic patients. 

ii. Patients in this disturbed state cannot be 
reasoned with and only after physical rehabili- 
tation has been attended to, and the sensorium 
cleared, is discussion of the future a propos 
the past possible. 


PRACTICAL HELP ON A CHRONOLOGICAL BASIS 


1. Help at the Commencement of the Illness 
and Formulation of a Plan of Treatment. It 
will be apparent from the foregoing that the 
establishment of a tentative diagnosis and the 
likely prognosis will help considerably when a 
plan is formulated. 

Certification. The Mental Disorders Act does 
not aim at detaining all citizens who are not 
normal. The most frequent reasons for certi- 
fication are sociological. 

The spirit of the Act appears to be: 

i. To protect the normal citizen from being un- 
justifiably detained; 

ii. To protect the sick citizen who cannot super- 
vise or control himself and who is therefore neg- 
lected and without the necessary care; an 

iii. To protect the public from danger. 

The decision to invoke the Act must depend 
on various factors in varying degrees: 

(a) The patient’s certifiability legally; 

(b) The need for imposing treatment where this 
is refused by the certifiable patient; 

(c) The available facilities for handling the illness 
at home; and 

(d) The likelihood of self-injury, injury to others, 
or disturbance of the environment. 

Detention under the Mental Disorders Act 
can be effected in mental hospitals or in private 
nursing homes or houses licensed under the 
Act, and under the surveillance of the Commis- 
sioner for Mental Hygiene. 

The majority of melancholic or even mildly 
manic patients can be handled without certifica- 
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tion, accepting ECT or medication at home or 
in an open hospital ward. The risk of suicide 
often renders them certifiable but even when 
detained under the Mental Disorders Act, unless 
the supervision is a constant 24-hour vigil, 
attempts at suicide are not infrequently made 
—sometimes successfully. Urgent treatment, 
not urgent incarceration, is the answer to that 
risk. 

The schizophrenic patient more often than 
not requires initial restraint under the Act, 
but an attempt to achieve voluntary admission 
to a mental hospital or nursing home should 
always be made, and often succeeds. After initial 
treatment has eased the intensity of symptoms, 
removal from under the Act and treatment in 
an open ward, where such facilities exist, is 
often possible. 

The majority of patients with organic brain 
changes and those with senile dementia, may 
come to grief because of loss of memory. The 
therefore need the restraint of a locked building 
if they cannot be kept in the constant company 
of an attendant. The newer drug therapy, with 
Trilafon, Serpasil or Largactil, to mention only 
a favoured few out of many, has altered the 
handling of these cases considerably and many 
can, as mentioned above, be treated at home. 

The toxic psychoses need observation, most 
satisfactorily in an observation ward and, where 
this is not available, recourse to a mental 
hospital or locked ward becomes necessary. The 
restoration of fluid balance and blood chemistry, 
plus administration of vitamins, forms the 
major spearhead of the medical attack. 

2. Help During Stay in Hospital. A con- 
tinued interest in their welfare by the family 
practitioner is usually appreciated by patients 
and facilitates rehabilitation after treatment. 
This is not always possible because of the geo- 
graphical separation of many hospitals, but 
some are closer at hand. 

The confidence to discuss the diagnosis, pro- 
gress under treatment, and prognosis of the con- 
dition with the relatives is a valuable asset for 
all concerned, in addition to contributing con- 
siderably to the allegedly waning prestige of 
the general pratitioner. Technical jargon. should 
be regarded as highly inflammable material, 
and the doctor is urged to discuss the subject 
in simple and honest phrases with the relatives 
and the patient, where this is possible. 

Reference has already been made to the im- 
portance of language in this sphere, and one 
must stress again the power of words in a 

strange and frightening situation. 

3. Help During Rehabilitation. This con- 
sists not infrequently of some explanation of 
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the illness and past behaviour, plus truthful 
reassurance regarding the future. Encourage- 
ment towards a mental hygiene programme is 
one means of contributing to continued good 
health. This includes reasonable hours of sleep, 
work and play; the avoidance of over-exertion; 
the need for healthy interests outside of routine 
work and the home; and the need for active 
sociability in order to allay tendencies towards 
melancholic brooding or the development of 
paranoid anxieties. 

People who experience psychotic breakdowns 
are almost invariably in need of sympathetic 
support, not censure. In the present state of 
our knowledge, the psychodynamics which un- 
derlie psychotic reactions contain considerable 
guilt and self-deprecation. Add to this the 
embarrassment of the knowledge that one has 
been mentally ill, and the result is a lowered 
and vulnerable self-prestige. A moralistic 
phrase like ‘pull yourself together’ can do 
only harm to the personality in such circum- 
stances, because it increases the guilt. 

Many patients are subsequently kept out of 
hospitals by the support which they get from 
a monthly visit to their psychiatrist or family 
doctor with whom they discuss day-to-day prob- 
lems. If it is borne in mind that the therapeutic 
goal in many patients has to be a limited one, 
continued contact with the doctor is desirable. 
As long as the patient’s need for security and 
understanding is being met by the contact, the 
likelihood of a relapse is lessened. 

The control and supervision of the adminis- 
tration of the tranquilising group of drugs must 
often fall to the lot of the family doctor. There 
are many personal preferences in this field but 
Trilafon, Largactil and Serpasil currently enjoy 
probably the greatest usage. Their possible 
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toxic effects and dosages are important items 
of information and can readily be obtained. 

Advertisements not infrequently depict with 
moving accuracy the transition of patients from 
the dark shadows of insanity to the sunflooded 
pathway of a full life. This is no longer a 
myth or idle boast, when progress in the treat- 
ment of the psychoses is considered, and the 
family practitioner is invited to take his place 
in the team, as he must in all the spheres of 
his calling. 


SUMMARY 


1. The progress in the treatment of the psy- 
choses in recent years has been discussed. 

2. The psychoses, more commonly met with 
in general practice, are dealt with briefly. 

3. The role of the family practitioner and 
his opportunities of offering assistance to the 
patient and the family are dealt with in 3 
sections, viz. : 

i. In the formulation of the plan at the com- 
mencement of the illness; 

ii. During the patient's stay in hospital; 

iii. After treatment, during rehabilitation. 


OPSOMMING 


1. Die vordering wat gedurende die afgelope jare 
met die behandeling van psigoses gemaak is, word 
bespreek. 

2. Die gewone soorte psigoses waarmee die ge- 
neesheer in sy alledaagse praktyk te doen kry, word 
kortliks behandel. 

3. Die rol van die familiegeneesheer en dic 
geleenthede wat hy gebied word om hulp aan die 
pasiént en sy familie te verleen, word onder driec 
verskillende hofies bespreek, nl.: 

i. By die opstel van ’n plan teen die aanvang 
van die siekte; 

ii. Tydens die pasiént se verblyf in die hospitaal: 

iii. Na-behandeling tydens rehabilitasie. 


THE COMMUNITY 


R. GEERLING, Arts (Holland), M.D. (Amsterdam)* 
Tara Hospital, Johannesburg 


In order to grasp the meaning of modern 
trends in psychiatry, it is necessary to under- 
stand that with the development of psychiatry 
in the last half century, the psychiatrist has 
emerged from the mental hospital environs 
and is looking around him into the community 
at large. He has developed from the custodian 
into the physician, and from the physician 
treating the individual patient to the physician 


* Chief Neuropsychiatrist, Tara Hospital. 


attempting to practice prophylaxis in the 
community. 

Psychiatry may thus now be classified into 
two large divisions: 

i. The division of ‘clinical’ psychiatry. 
which embraces practically the whole field of 
medicine including hormonology and_bio- 
chemistry; 

ii. The division of ‘social psychiatry.’ In 
this article it is intended to review this latte: 
field only. 
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What is the scope of social psychiatry? Van 
der Scheer formulates it thus: ‘It includes all 
problems which are relative to mental health 
of the community and its influence upon 
society and the influence of society upon it.’! 
Social psychiatry thus, above all, strives to pre- 
vent the development of mental disorder or 
illness. In this way mental hygiene came into 
being. This domain of social psychiatry having 
been defined, it should be divided into the 
practical and the scientific fields. 

The Practical Field of Social Psychiatry. This 
is concerned first of all with the after-care of 
those patients who have recovered from a men- 
tal illness and are discharged from hospital. 
The methods to be used may vary, but each 
mental hospital should have a well organized 
social service consisting of personnel trained 
for the purpose. If this is not done, the 
authorities in charge of such institutions fall 
short of the actual requirements. 

In this sphere the individual is treated in 
relation to his surroundings. This includes the 
rehabilitation of such persons, including their 
employment. This employment is of such para- 
mount importance that it is utilized within 
the institutions as a measure of treatment and 
must thus be carried through on discharge. 
The rationale of this treatment is very suc- 
cinctly expressed in the following (untrans- 
lated) paragraphs by van der Scheer :? 

‘In het gesticht hebben wy geleerd dat kracht en 
energie en belangstelling slechts door activiteit kan 
worden versterkt, dat leven actie en reactie is op de 
omgeving, de arbeid bron van alle leven is, dat 
slechts door inspanning en eigen verantwoordelyk- 
heidsbesef levensvreugde kan worden verkregen, dat 
het afglyden in de richting der minste weerstand, 
waartoe onze luststrevingen dikwyls voeren, de veer- 
kracht verlamt, waardoor de zickte groeit instede 
van verzwakt. Wy hebben daar geleerd, dat de 
eenvoudige biologische wet, nl. dat ieder levend 
wezen voor zyn eigen doen en laten verantwoorde- 
lyk is—wil het blyven bestaan en niet ten onder- 
gaan—ook by de zwaarste vormen van geestesziekte 
met succes kan worden toegepast. 

En ik twyfel er niet aan of deze ervaring by de 
zicken van geest ons het eerst in systematischen 
vorm door Simon uit Giitersloh gebracht, zal buiten 
de grenzen van het gesticht in de maatschappy haar 
invloed op de normalen van geest en met name by 
de opvoeding doen gelden.’ 

It is thus-part and parcel of practical social 
work not only temporarily to support the in- 
dividual who was once a patient, or prophylac- 
tically a would-be patient, but also by educa- 
tional methods and instruction to prevent the 
development of mental disturbances in child- 
hood and in youth. Furthermore, big employ- 
ers, some of whom are already enlightened, 
should be educated to assist in this preventive 
work. Above all, politicians, Members of Par- 
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liament and Cabinet Ministers should be 
educated to the same purpose. However, it is 
to be noted with regret, even alarm, that in 
modern trends in trade unionism the world 
over, the clamour is continuously for less and 
less work, higher and higher wages with, at 
the same time, a loss of pride in the particular 
activities the workman is performing. It would 
be of value if pride were not lost, as the out- 
put of labour would not diminish and the 
quality of the article produced would still be 
good. Furthermore, the extra time gained off 
work should be usefully spent either in work 
for the worker’s own benefit or in pastimes 
promoting health- and discipline within the 
population. 

Scientific Social Work. It should be remem- 
bered that clinical social work, with all its 
ramifications within the community, needs cer- 
tain data upon which to base its therapeutic 
measures. These data have to be collected, 
collated, discussed and checked before any con- 
clusions can be drawn upon which any action 
can be taken. The field of investigation once 
more is extremely wide; the subjects to be 
studied, varied. To this purpose the co- 
operation of scientists in many fields is 
required—to mention but a few: psychologists, 
psychiatrists, medical specialists with know- 
ledge of nutrition, public health, hormone 
disturbances, bacteriology, virology, — social 
anthropology, etc. 

Why this broad spectrum of activities? This 
is due to the fact that mental health is so 
intimately bound up with interpersonal human 
relationships. These relationships are again 
intimately concerned with the particular cul- 
ture of particular populations and thus cul- 
tural behaviour patterns. Out of these patterns 
flow the other factors already mentioned, but 
for discovery they need skilled knowledge and 
handling. No one social worker, from what- 
ever group, can master all the knowledge 
required to perform the duties of the team. 

What then are the problems to be solved? 
Amongst others, there is the rising divorce 
rate with its disruptive influence on family 
life and its adverse effects on the children; 
there is the problem of gangsterism and 
hooliganism leading to criminal acts; there is 
the serious problem of the mentally defective; 
there is the growing problem of the aged 
population; there is the problem of the drift 
of the population from the land to urbanized 
areas and its effects on the mental health of 
that population. Furthermore, there is the 
problem of nutrition of the underprivileged 
classes and the effects of malnutrition physi- 
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cally and mentally. There is the problem of 
alcoholism and drug addiction, which appa- 
rently is increasing. 

It appears, therefore, that there is a vast 
field for scientific investigation from many 
sides by many workers. It should be stressed, 
however, that the aim is not security, but the 
attainment of mental health and stability which 
is inextricably coupled with that of physical 
health. 

The exclusion of so-called ‘security’ is 
stressed at this juncture. It is at present a 
world-wide demand, especially from the trade 
union side. It is not contended that security 
should be completely excluded, but that too 
much stress on this point leads to adverse 
affects. Personal individual drive and energy 
is lessened or destroyed, standards of work are 
levelled down to that of the least competent, 
and as a result healthy competition disappears. 
Pride in one’s own work and achievement is 
lost, with the inevitable result of loss of self- 
confidence. As soon as this stage is reached, 
mental ill health in the individual and the 
community becomes manifest. History over 
the centuries has indicated that, as soon as the 
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virility of a young nation is, replaced by a 
security state, that state disintegrates. 

The task posed is thus one of investigation, 
correlation and the working out of modern 
problems, followed by education and direction. 
It is an immense task, but worth while tack- 
ling, even though piecemeal; and, as is usua! 
all over the world, the beginnings must be 
laid by individuals and groups. Their work 
will grow to that of societies with various set 
objects. These societies eventually form a 
federated body and ultimately the government 
takes over. The fact that the beginnings are 
small should not bar us from taking on the 
challenge to commence now and not later. 


’‘n Kort beskrywing word verstrek van wat bedoel 
word met die uitdrukking sosiale psigiatrie en die 
vertakkinge daarvan in die gemeenskap. ,Veiligheid’ 
maak nie deel van hierdie begrip uit nie. 
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THE FACTOR OF ISOLATION 
IN MENTAL HEALTH AND DISORDER 


L. S. Gittis, M.D., D.P.M.* 
Tara Hospital, Johanesburg 


The relevance for mental health and disorder, 
of isolation of the individual from his group, 
has sometimes escaped the attention it deserves, 
and it will be the purpose of this communica- 
tion to show some of the connexions that 
exist. All human beings experience isolation, 
which may take place in different spheres, e.g. 
physical separation, but here we will be con- 
cerned with an isolation that results from a 
diminution in the psychological and emotional 
relatedness of one person from others. Indivi- 
dual personality is no longer construed by 
psychologists as the results of reactions to the 
satisfactions or frustrations of this or that 
instinctual drive: 

‘Man is primarily a social being and not primarily 
self-sufficient and only secondarily in need of others 
in order to satisfy his instinctual needs. A new 
dimension has been introduced into the measure- 
ment and assessment of patients’ problems, i.e. his 
capacity for and type of social relationships, and his 
role in the social field in which he lives. In this 


* Psychiatrist. 


sense, individual psychology is fundamentally social 
corer, the psychology of inter-personal relation- 
ships. 

Isolation arises from forces which impede 
this relatedness, which may be active in the 
individual himself or in the groups in which 
he moves, or they may be a by-product of 
certain societal phenomena. To understand the 
implications of isolation it is necessary to 
examine these in more detail. 

Isolation of the individual as a result of 
forces operating within himself is a protective 
device. People withdraw into themselves to 
find a refuge from the hurts and affronts of 
life and thereby make opportunities to recreate 
themselves and generate fresh energies. Men 
of thought and action have done this through- 
out the centuries. Marcus Aurelius? expresses 
the idea as follows: 

“Men seek retreats for themselves, houses in the 
country, seashores and mountains. But this is alto- 
gether a mark of the common sort of man for it is 


in thy power wherever thou shalt choose to retire 
into thyself. For nowhere either with more quiet or 
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more freedom from trouble does a man retire than 
into his own soul.’ 
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person in other ways by diminishing his atten- 
tion and ability to concentrate on external 


But taken to extremes, of course, such pet- things because of a pre-occupation with his 
sonally activated isolation becomes self- own inner fears and disturbing subjective 
¢ stultifying and an end in itself, i. to stay sensations. His liminal level for the perception 
away permanently from noxious forces rather of outer stimuli becomes raised, and happen- 
than to recoup energies for further action. ings that would have stimulated his attention 
’ The idea of regeneration by isolation has and been perceived, go unnoticed. He cannot 
: been used in certain therapeutic regimes in participate adequately in normal conversation 
a psychiatry, particularly the earlier French and nuances of expression and meaning in 
school lead by Charcot and Dejerine. In 1905 interpersonal relationships are lost. The result 
. the latter, e.g. inaugurated a particularly strict of all this is that there arises a ‘limitation 
< therapy for his mentally ill patients by keep- of the opportunity for stimulus and response’ 
- ing them isolated in bed completely sur- which is, in fact, the definition of isolation? 
rounded by white curtains for long periods. This inevitably results in the most profound 
For reasons that will be explained, such sus- loneliness. To enter into the world of the 
tained isolation is anti-therapeutic, as it peychotic is indeed a frightening experience. 
el nourishes maladaptive behaviour oriented to Jf js a world where there is a strange silence, 
ie ends other than are usually required of indivi- where ordinary impressions are changed or 
. duals living in our society. altered, where giant fears and awesome restric- 
The habitual tendency to withdraw in the tions hem him in, and which is terrifyingly 
face of stress falls into the category of a detached from ordinary experience. What then, 
in neurotic or psychotic response, and it is clear has happened, is that the sufferer, in obtaining 
1. that most neurotic illness, and certainly schizo- q refuge in isolation, finds this condition not 
phrenia amongst the psychoses, show this sort 4 protection and assuagement but an intensi- 
of withdrawal. Isolation is often the outcome fication of his misery—the machine has, so to 
of psychological defence measures. A person’s speak, run away with its maker. This is typical 
thoughts and values that are in conflict with of a disordered psychological response in that, 
accepted social values may become unaccept- called into being to fill an urgent need, it 
able to him so that their presence results in becomes self-perpetuating and continues habi- 
unpleasant feelings of guilt and anxiety. Con- tually until it becomes a symptom in itself. 
sequently he may adjust by forgetting them— The situation then arises that in spite of the 
though the act of forgetting would be un-  self-imposition of isolation what the patient 
conscious, and thus isolating them from the most needs is a delivery from it. 
main stream of consciousness. As a result of It therefore becomes therapeutically import- 
; this kind of mental process, ~ Phenomena ant to reduce this detachment, and the best 
of dissociation, denia Projec- means of doing so is by establishing some 
fon, amongst others, occur. dissociatton, warmth of interpersonal relatedness with the 
de which operates in hysteria, splits off anxiety patient, who must be made to feel that he is 
the into somatic conversion symptoms, thus isolat- 14 isolated. Contact must be made with him 
ich ing it from the rest of mentation; projection 4, any level that he will allow; and he must 
of acts by detaching anxiety from the self and 4. gradually immersed in the doings and feel- 
thee farming it out, as it were, on to other objects ings of others about him. Therefore such 
to or people; denial takes care of underlying con treatments as milieu therapy, the therapeutic 
flict by suppression and consequent isolation, community and various socialization proce- 
of of conscious: Gures are used. Psychotherapy generally, what- 
‘ive variety employed, seems to depend 
where it cannot provoke distinctly felt un- ly th f een : 
es Taken all in all, therefore, whatever other '& @¢gfee OF relatedness that the psycho- 
functions these mechanisms serve, they all tend therapist is achieve. 
h to isolate parts of mentation from the whole, C4t!OM exists for this in several experimenta 
Bn and hence the individual from complete con- studies, notably in that done by Whitehorn 
enti tact with reality; and further, as much in nor- and Betz,* who showed that the more a doctor 
fie mal people as in abnormal, they show that we was able to participate in an active and per- 
shto- are in fact quite adept at ways of causing our sonal manner in his patient’s reorientation to 
it is own mental isolation. interpersonal relationships, the better his 
ge Emotional disturbance and mental disorder results. This is a commonplace of experience 
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of any sort also serve to isolate the afflicted 
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emphasis in contemporary psychiatry of such 
methods for treating the mentally ill as the 
use of rapport, ‘interpersonal relationship 
therapy’ and transference. 

A somewhat different form of isolation is 
encountered when one considers the relation 
of the mentally ill person to the normal group 
of which he ordinarily forms a part. Here 
exclusion is used by the group to subserve its 
equanimity; and the principle that operates is 
the same as that found in organic pathology— 
that is, if a noxious agent arises that cannot 
be dealt with in any other satisfactory way, 
the human organism will confine and encap- 
sulate it to reduce its harmful effects, and 
finally extrude it. Mental illness, with its con- 
sequences of deviant behaviour, is disturbing 
to people because they can neither understand 
nor control it. It is a disorganizing force in 
the community and, being unable to deal with 
it in any other way, the community will tend 
to exclude the sufferer by placing him in the 
custodial care of a mental hospital. Naturally 
they wish him to have treatment both for his 
sake and their own, but the isolation of the 
sufferer is also the result of fear, e.g. of con- 
tagion. In fact, the fear seems to exist that 
the community, or the individuals in it, are 
susceptible to an insane influence so that 
aberrant behaviour may affect them and be- 
come communicated. This is more apparent in 
primitive societies, where the mentally ill seem 
to their fellows to be possessed of demoniacal 
or magical powers, and hence of being able 
to cause supernatural harm to the rest of the 
community. 

The fear of insanity is certainly one of the 
most universal of the fears of mankind, taking 
equal place with such fears as that of cancer 
and death. What people understand by in- 
sanity, however, usually turns out to be some- 
thing very different from what it actually is. 
and an examination of what ‘madness’ con- 
notes in the lay mind is important in under- 
standing this fear. Common expressions are 
revealing here, e.g. ‘I’m going mad’ to connote 
a state of confusion and forgetfulness; ‘ He's 
crazy, when someone undertakes a project 
manifestly above his capabilities; ‘I’m mad 
with him,’ indicating an arousal of anger that 
cannot be controlled, and so on. 


The common idea behind all these is a loss 
of personal control of one’s thoughts, impulses 
or behaviour, and this is a vastly threatening 
thing for human beings. In this way, there- 
fore, the mentally ill are regarded as having 
already lost control, and they seem to personify 
our own inarticulate fear of this state. We 
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therefore remove them from our midst to an 
institution where they can no longer stimulate 
our inner trepidations. By doing this we im- 
pose what control on them they seem to 
need, and thereby reassure and safeguard our- 
selves. The age-old tradition of segregating 
the mentally ill seems then to arise from the 
normal psychopathology of the community. 
Certainly, the locked doors and high walls of 
mental hospitals throughout the world, their 
frequent geographical isolation, and the gene- 
ral difficulties of ingress and egress, all support 
the idea that we need to keep the mentally 
ill away from us. 

Yet, as we have pointed out, modern 
psychiatry recognizes that isolation has few 
if any advantages, and many serious conse- 
quences. For instance, it has been appreciated 
for a long time that prolonged incarceration 
in mental hospitals causes patients to lose still 
further their already precarious grip on ordi- 
nary living and, in sy hastens and _ assists 
the dementing process. The artificial environ- 
ment of restraint and inactivity is most liable 
to create ankylosis of the patients’ sociability 
or uszless exacerbation of aggressiveness and 
other pathological tendencies. Regressive 
behaviour and ‘institutionalization’ of patients 
are further consequences. All these acting in 
concert may delay recovery and, indeed, some- 
times make it impossible. Isolation in these 
circumstances is not only unnecessary but 
actively anti-therapeutic. Isolation may be and 
has, in the past, been justified on the grounds 
that it is for the safety of the public that the 
mentally ill be ‘stuck away.’ In a limited 
sense and for a small percentage of cases this 
is, of course, true. Figures demonstrate how- 
ever that only 5—10% of all cases in mental 
hospitals really need to be there for these 
reasons.’ The rest can quite easily live amongst 
the general population if certain conditions 
are fulfilled. Professor Aubrey Lewis® makes 
this point aptly: 

‘It is mecessary to distinguish between being 
chronically ill with schizophrenia and having there- 
fore to be in a mental hospital. The attitude of 
doctors and of society at large determines whether a 
person with long continued mental illness lives in a 
hospital or in the community, rather than his con- 
dition per se.’ 

This is borne out by the fact that in some 
places, e.g. Gheel in Belgium, the mentally i! 
have for many years been most efficiently cared 
for in the houses of normal people. This is a 
tradition amongst them and it would be un- 
thinkable that they should have recourse to 
mental hospitals. 

It is now coming to be generally believed 
in psychiatry that by and large it is better to 
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help and treat the mentally ill in their com- 
munity, and responsible authorities endorse 
this point of view. For instance, the recent 
Royal Commission on the Law Relating to 
Mental Illness and Mental Deficiency states 
unequivocally that ‘there should be a general 
reorientation away from institutional care in 
its present form and towards community 
care; and the statement is amplified in detail, 
with concrete suggestions for its practical 
implementation, in the Fifth Report of the 
Expert Commitee on Mental Health of the 
\\’orld Health Organization’ The latter Report 
points out that dealing with the mentally ill 
in the community first presupposes the estab- 
lishment of adequate facilities for them there. 
What is needed is, in brief, a comprehensive 
and integrated psychiatric service which would 
embrace the public service and other organiza- 
tions such as mental health societies, child 
guidance clinics, rehabilitation units, etc. It 
is recommended that the central nucleus of 
this scheme should be a relatively small active 
treatment unit provided with the necessary 
out-patient clinics, and perhaps a day hospital, 
which is centrally situated in the heart of the 
population to be served. Legal formalities 
about admission and discharge should be 
minimal and it should ideally be as ‘open’ 
as an ordinary general hospital. It could be an 
independent unit or it might be part of a 
general hospital but, in any case, it must be 
the centre from which psychiatric staff (doc- 
tors, nurses, social workers) goes out into the 
community where the major work of prevent- 
ing, detecting and treating mental illness in 
houses, places of work and schools, is carried 
on. Such a centre would need to be in close 
organizational contact with a long-stay unit 
and special centres for the treatment of alco- 
holics, drug addicts, criminal psychopaths, etc. 

So much then for isolation as a process and 
result of mental illness. No description is com- 
plete, however, without a consideration of its 
societal implications. In a sense, isolation of 
the individual can be said to be indigenous 
to our society. It is, at one time, both a condi- 
tion and a product of urban industrial life. 
Automation, the pressure for maximum pro- 
ductivity, the exploitation of means to the 
utmost, all demand increasing efficiency and a 
tighter and technically more effective organiza- 
tion of human beings to serve an ever more 
demanding technology. Our technological and 
organizational skills have increased under this 
demand, but there has been a concomitant dis- 
ruption in social and personal life and, as a 
by-product, a great increase in the isolation of 
the individual from his fellows. 
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Fromm? has demonstrated how the progres- 
sive isolation has come about. In the Middle 
Ages man was a secure being who accepted his 
place in the settled community. He felt behind 
him the power of the guild system which 
guaranteed a dignity of work, and the power 
of the church which supported him spiritually. 
He was sheltered within the boundaries of 
town and manor that afforded him his security. 
With the discovery of new lands in the 15th 
century, and with changed economic condi- 
tions, physical freedom grew, but so did its 
consequences—uncertainty, anxiety and isola- 
tion. Instead of belief came scepticism, and 
instead of a sense of belonging, a growing 
doubt about man’s role in the universe, and 
he began to lose trust in himself. With the 
coming of the Industrial Revolution he found 
a way to minimize these consequences by 
identifying himself with the new values to be 
found in the world around him, i.e. with values 
such as ‘money,’ ‘success,’ ‘ progress. These 
provided him with some aims to strive for in 
place of the now difficult-to-achieve emotional 
fulfillments, and led to the formation of a sort © 
of pseudo-self. His inner disquiet remained, 
however, and he still craved the more basic 
meat of earlier times which gave him a secure 
place in the scheme of things. This has led to 
an increasingly greater helplessness and lack of 
inner security, termed by Karen Horney ‘the 
neurotic personality of our time.’ 


Bowman!! gives some of the sociological 
reasons for man’s present inner disquiet as 
follows. There is a definite decline in primary 
groups such as the family, play group, neigh- 
bourhood and village groups which provide 
relationships of intimate fellowship. Families 
are smaller than they were and _ therefore, 
quantitively, adults and children have fewer 
intimate associations within the family. More- 
over, these relations are impeded by factors 
such as the mother working, modern mobility 
which separates relatives and lessens intimate 
communication between them, the encourage- 
ment by parents of ambition in the young— 
and when, as a result of this they move into 
a higher socio-economic status and different 
vocational fields, alienation within the family 
increases further. The intimacies of neigh- 
bourly contacts also tend to decline in the 
larger cities. Flat dwellers, e.g. may not know 
or care who lives on the same floor, and inter- 
personal communication becomes limited to 
formal courtesies. This impersonality charac- 
terizes most of our contacts with our fellows 
in that we tend to see people as functionaries 
rather than as persons, and we expect and get 
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from them nothing beyond the performance 
of a particular function—a shop-assistant, a 
clerk, a chemist, and so on. This is most perti- 
nently exemplified in our relationship with the 
giant bureaucracy that the technological cul- 
ture has called into being where our contacts 
are with officials of an impersonal machine 
who, in their turn, can hardly be anything but 
detached in their relations with an impersonal 
public. 

The net result of these and other similar 
factors, is a distinct limitation in the oppor- 
tunities for emotionally satisfying and mean- 
ingful relationships with others, and it is an 
interesting comment upon contemporary life 
~ that in spite of a great variety of communica- 
tional facilities—the radio, newspapers, the 
cinema, books, etc. there still exist in the midst 
of this plentitude relatively few opportunities 
of the sort of communication that really contri- 
butes to the sense of belongingness of the 
individual. Quite apart from the isolation and 
loneliness that is generated by these sociologi- 
cal causes, there is evidence that they also affect 
the prevalence of both neurotic and psychotic 
illness. A carefully controlled study by Martin, 
Brotherston and Chave'? on housing estates in 
London which consist of large blocks of muni- 
cipal flats devoid of social and recreational 
amenities, reveals that in these ‘dormitory’ 
estates the wage earners earn their living in the 
metropolis, while the women tend to follow the 
middle class pattern of social isolation as a 
standard of respectability— keeping oneself to 
oneself :” and that the admissions to hospitals 
for neurosis were twice as high for these areas 
as the overall figures for the whole of the 
United Kingdom, and the admissions to mental 
hospitals were 50% higher than in the rest of 
Britain. The Lancet," in a leading article, has 
dubbed these disturbances ‘ suburban neuroses ’ 
and they have been described in somewhat 
different context in the U.S.A. by Spectorsky'4 
as ‘the suburban syndrome.’ 

But it is vital to note that while isolation is 
an invariable concomitant of emotional disturb- 
ance and mental illness, yet there are opposing 
forces at work. For while there exist in the 
society and the individual himself pressures 
that serve to initiate and maintain personal 
isolation, there is at the same time a striving 
in human beings to diminish or nullify such 
isolation. It seems, further, that isolation is 
usually a product of the working together of 
these factors—in no particular case does one 
operate alone but they mutually reinforce each 
other once the process gets under way. For 
example, the child who has learnt through 
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early experience that close emotional contacts 
with others gives pain (his parents may have 
rejected or cast aside his emotional demands 
for belongingness) may because of this at some 
early stage become fearful of close associations 
and have retreated into emotional isolation, 
nonetheless craving for these unfulfilled satis- 
factions. In later life society may then rein- 
force his propensity to isolate himself by nor 
offering easy opportunities for the desired, yer 
feared, interpersonal relationships. 

Expressed thus, it becomes clear that this is 
a wide field for mental health workers to inves- 
tigate. Judicious intervention of the cadres of 
psychiatrists, general practitioners, social work- 
ers, psychiatric nurses and voluntary workers. 
seems indicated so that this cycle of happen- 
ings may be prevented or, once started, may 
be arrested or changed in direction. Obviously, 
in a self-perpetuating cycle such as this it is 
necessary to choose some arbitrary point at 
which the problem may be tackled. Let us 
start with the societal influences that facilitate 
isolation, and the obvious answer here is to so 
contrive it that more opportunities for more 
meaningful human contacts become available. 
This overlaps into the field of social welfare. 
as it means the provision of more social and 
recreational opportunities—clubs, group gather- 
ings of different sorts, etc. It matters little 
whether these activities are significant in them- 
selves, provided that in getting together around 
some common interest, ‘ groupedness’ and the 
sense of belonging is furthered for the 
individual. 

It would be naive to suppose that this in 
itself will counter to any appreciable extent 
the societal pressures within our technological 
culture as outlined above. But the fact remains 
that there is a constant drive in the population 
to form these secondary groups as some sort of 
substitute for the more basic primary group, 
the family. To support this we have the re- 
markable trends in the contemporary scene to 
form groups for all sorts of purposes—com- 
mittees for this and that, management labour 
groups, summit meetings, gangs of delinquents, 
i.e. the tendency to call together individuals for 
minor or major, legitimate or illegitimate pur- 
poses, so that there should be a body corporate 
instead of an individual isolated. This is indeed 
man’s simple reaction to living in a society 
where the individual feels himself unsupported 
in the welter of vast cultural pressures, and 
where to an extent we cling together to ensure 
some feeling of belongingness and security in 
an insecure world. On the other hand, the 
point may well be made that once these soci:l 
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amenities are established in adequate numbers, 
there will still be those people, perhaps those 
who need them most, who still cannot or will 
not participate. We identify and take into 
ourselves the influences of our culture, even 
those to which we give the least approbation, 
to such an extent that these attitudes come to 
be part of our own personal way of looking 
at things. Who has not known the overstrict 
parent who had an overstrict and hated parent 
himself? 


This then comes to be the nub of the prob- 
lem. Provide all the necessary socializing facili- 
tics and the blandishments to use them and it 
will still remain to deal with those whose 
attitudes are counter to them. This is the point 
where so many schemes for social welfare 
founder and fall away. 

This obstacle is not, however, insurmount- 
able; but to get over it we must retrace our 
steps and look again at the attitudes which 
prevail in the culture we live in. People are 
increasingly interested in things that have to 
do with psychology and that body of know- 
ledge called Human Relations. To take just 
two instances: there is the large scale applica- 
tion of psychological research to industry in 
order to achieve greater productivity and better 
adjustment of the worker; and there is the 
ready recourse of the public to psychiatry, 
especially in the U.S.A. Once a psychiatrist 
was consulted only in cases of gross mental 
disorder, but nowadays it has become accept- 
able that almost any emotional disturbance con- 
stitutes sufficient grounds for this, and most 
psychiatrists confirm that a large proportion 
of their patients are more in need of an under- 
standing person to discuss their problems with 
than any specific psychiatric therapy. People 
seem avid for psychological knowledge in all 
its forms, and as a result ideas to do with 
Human Relations enjoy an increasingly wide 
currency. Books, the cinema, and other mass 
media of communication disseminate such 
knowledge widely, either directly or indirectly, 
and all these help to lay down a pattern of 
values in society which is becoming entrenched. 
In this way people are growing more articu- 
lately aware of their problems in regard to 
interpersonal relationships and meaningful 
communication with others. Since this process 
is impelled by a force of its own, the best 
service that those who are concerned with 
raising the standard of mental health of the 
community can provide, is to allow this cultur- 
ally desirable goal to be established and, where 
possible, to facilitate it by means of promotive 
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mental health campaigns aimed at enlightening 
the public. 

There will always be, of course, those who 
are inviolable to these influences by virute of 
fixed attitudes of mind or mental illness. The 
latter can only really be dealt with when they 
present themselves for treatment, and psychiatry 
can help them a great deal. Most forms of 
psychotherapy have as their common object 
the betterment of interpersonal relationships, 
and by the application of the various individual 
and group psychotherapies, this aim can often 
be achieved. In addition, the more effective 
methods of a community service which pene- 
trates right into the homes and places of work 
of people and makes psychiatric help more 
readily available to them as has been discussed, 
will also assist in influencing public opinion by 
lessening fear and prejudice about mental 
disorder. 

Ie must be recognized that isolation from 
others is an innate part of the human being’s 
organism, ‘built in, as it were by the events 
of his life and development. He is born a 
separate thing, and dies alone, and much of his 
life is spent being apart from others emotion- 
ally and psychologically in different degrees. 
For some time after birth there is little appre- 
ciation of himself as a separate unit—all is a 
‘booming, buzzing confusion, and just being 
is an unsegregatable part of all the things 
around him. The child does not yet conceive 
of himself as a self, but his maturation and 
the increasing efficiency of his perceptions 
gives him a progressive awareness of what 
belongs to him, where he ends, which is his 
and which another's, both in the bodily and 
psychological fields. This process results in the 
establishment of ego-boundaries, and by it the 
child comes to conceive of himself as a self 
separate from all other things. He becomes 
an ‘I’ and a‘ me,’ and the irretrievable process 
of becoming an independent person is begun. 
Quite often, some say always, this state of in- 
dependence is not fully acceptable or is rebutted 
by the deepest and most unconscious parts of 
the mind, and a longing for a state where there 
is no separateness persists. Man has, however, 
powerful and efficient ways of supporting the 
now constituted and consolidated ‘I’ that he 
conceives himself to be, and it is only when 
these have been insufficiently developed or have 
failed, that isolation as a clinical entity comes 
about, and he enters the fields of operations 
of the psychiatrist. 

The ways in which people deal with this 
longing are various. As we have seen, some 
seek and attempt to hold the closest possible 
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union with another person. They may find this 
is in an emotional relationship with parents, 
friends or in marriage; or they try to achieve 
communion with a divinity, and so direct their 
endeavours in spiritual and religious avenues. 
Alternatively, they may seek to transcend the 
lonely ‘I’ that they become, by getting beyond 
and out of the self. This is done by means 
of drugs, sensory stimulation, religious or 
aesthetic experience. Another way of dealing 
with personal isolation is used by the followers 
of Taoism and Buddhism who attain a state 
of complete absorption in the universe around 
them so that they become completely one with 
it. In so doing they enlarge their ego-bound- 
aries to such an extent that they cease to have 
meaning for them, and they reach the state of 
liberation from the self of ‘nirvana.’ It is my 
view that all these varieties of transcendental 
experience basically have this object in view. 

However men may deal with their own 
separateness and isolation, their attempt, being 
alone to stand proudly alone, is the glory of 
their race. And the qualities of human in- 
dependence, achievement and dignity flow 
from this. As for those who attempt dissolu- 
tion of the self in other things—people, ideas 
and art—we owe to them the richness of the 
more intangible things in our lives and our 
cultures. 

These then are some of the causes and con- 
sequences of isolation, and some suggestions 
for specific ways in which they may be dealt 
with. The latter are admittedly measures which 
can only facilitate beneficial human _inter- 
course, and cannot assure it; and here all who 
have to do with the alleviation of human 
suffering of a psychological order have an 
extra problem. Because the medical practi- 
tioner, and especially the psychiatrist, is pro- 
fessedly there to help in these things, he is 
an easily available, and sometimes the only, 
person for the isolated patient to have contact 
with and, moreover, one who he supposes will 
understand. The otherwise inhibited urge to 
communicate intimate matters about oneself 
can be allowed free rein with the doctor, and 
most psychiatrists confirm that a large per- 
centage of their patients visit them, not only 
because of symptoms of actual illness, but 
because of this need for communication. This 
applies particularly to those isolated people 
such as the aged, pensioners living alone, 
lonely widows or widowers, mothers with 
grown-up children who have gone their ways, 
the inadequate and ineffective personalities, 
and so on. For these people the psychiatrist 
is often both priest and oracle, father-confessor 
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and infallible sage. Many of these isolated 
people make great efforts to remain as patients 
after the symptoms that have brought them 
have been ameliorated. Sometimes they even. 
unconsciously, perpetuate the symptoms in 
order to remain in contact with the doctor. 
The same may well be true of that large pro- 
portion of patients, variously estimated «r 
30-60% of cases of the general practitione:. 
who come with functional nervous disorders, 
minor neuroses and psychosomatic symptoms. 
Fundamentally many of these cases are not 
strictly medical in nature but are more related 
to social functioning and cultural action and 
interaction. Dealing with them therefore often 
gives rise to frustration and a feeling of im- 
potence in the medical practitioner who is 
neither trained for, nor competent to handle 
the large social issues which are their genesis. 
This poses a new doctor’s dilemna. How can 
the physician heal the man or woman whose 
illness is not medical in cause, and whose very 
way of life produces the malady and per- 
petuates it? 

There is no complete answer for this. Per- 
haps the only agency that can cure the ills of 
society is society itself. When society is satu- 
rated with thése ills, spontaneous forces arise 
out of the concerted mass of individual dis- 
satisfactions to correct the situation. This is a 
slow process but, once started an inexorable 
one that carries with it the attitudes and values 
of the ordinary man, organizations and legis- 
lators, much as social reform did in the 19th 
century; and, as has been mentioned, such a 
process may now be beginning. 

What must be done now by the doctor, the 
nurse, the social worker, the mental health 
worker, until society catches up with itself and 
develops for its members a proficiency in social 
skills and human communication commen- 
surate with its technological skills? A great 
deal can most certainly be attempted, some of 
which has been mentioned in this article, e.¢. 
mental health promotion, community psychia- 
tric services, better social welfare facilities, and 
research. For the rest, we must, in training 
our doctors, nurses, and all others who wiil 
have to deal with these varieties of human 
problems, in interpersonal relations, teach them 
what isolation, emotional needs and lack of 
meaningful human communications are and 
can do; and we must continue to offer what 
help we may to our patients, within the limits 
of our time and capabilities, to enjoy whatever 
degree of interpersonal relationships with us 
that they can. This, of course, we already do 
ia however, that it is often only first 
aid. 
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OPSOMMING 


Die emosionele afsondering van ’n individu van 
sy medemens is ‘n uiters belangrike oorsaaklike 
faktor en gevolg van geestesongesteldheid. Dit vind 
plaas wanneer so ’n persoon te ingetoé raak, of 
wanneer sekere magte in die samelewing hom van 
die res van die normale gemeenskap afsonder. Albei 
faktore speel ’n rol in geesteskwale. Daarbenewens 
help die meeste psigologiese verdedigingsmeganismes 
wat byderhand geneem word deur pasiénte wat aan 
gecstesversteurings ly om hierdie soort afsondering 
te beklemtoon. Afsondering word ook vergemaklik 
deur die gebrek aan geleenthede vir die belangrike 
menslike verhoudinge wat in die moderne stads- 
industriéle samelewing voorkom. 

Om geestesgesondheid in stand te hou en geestes- 
kwale te behandel, is dit nodig om hierdie isolasie 
te bestry. Een metode om dit te dcen, is om die 
opneming van geestessiekes in  inrigtings sover 
moontlik te vermy, en om hulle in plaas daarvan 
in hul eie huise en teen die agtergrond van die 
normale gemeenskap te behandel. Dit vereis die 
ontwikkeling van ’n omvattende geestesgesondheids- 
diens, met die sterk beklemtoning van die nood- 
saaklikheid dat geestesgesondheidswerkers in die 
gemeenskap self, liewer as in hospitale moet werk. 

Die doeltreffendste manier om emosionele af- 
sondering teé te werk, is miskien vir die geestes- 
gesondheidswerker, of hy nou al dokter, verpleger 
of welsynswerker is, om ‘n goeie persoonlike ver- 
houding en ’n betekenisvolle verwantskap met die 
geestelik of emosioneel versteurde pasiént aan te 
knoop. Ander metodes om afsondering te verminder, 
is die totstandbrenging van meer sosialisasiefasili- 
teite in die gemeenskap, en die aanmoediging op 
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verskillende maniere van diegene wat behoefte aan 

hierdie fasiliteite het, om gebruik daarvan te maak. 

Bevorderende en voorbehoedende geestesgesondheids- 

aa sal ook ’n vermindering van isolasie tot gevolg 
é. 
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NEW TRENDS IN MENTAL HOSPITALS 


Lewis A. Hurst, B.A., B.Sc., M.B., Ch.B., Ph.D. (C.T.), M.D. (Pret.) 


Physician Superintendent, Sterkfontein Hospital, Krugersdorp. 
Acting Head, Department of Psychiatry and Mental Hygiene, University of the Witwatersrand 


The Mental Health Campaign being held in 
Johannesburg this month (October, 1958) 
would appear to be an opportune moment to 
paint a picture for the benefit of our medical 
fraternity of some revolutionary trends em- 
bodied in our South African Mental Hospitals 
in the direction of freedom and autonomy of 
patients, the breakdown of their mental and 
geographical isolation through a liaison with 
their outside local community, and their social- 
ization and development through occupational 
and recreational therapy, their social club, and 
a library service integrated with a programme 
of scientific bibliotherapy. As I have partici- 
pated in these developments at Sterfontein 
Hospital, I shall limit myself in what follows 
to a description of these trends at that centre. 

Much of the unhappiness and tragedy for 
mental patients and their relatives in the past 


has sprung from the tendency, reinforced subse- 
quently by social ignorance and legislative 
rigidity, to regard mental patients as a species 
apart. When scientific developments proved 
the untenability of such discrimination, organ- 
izational inertia and general prejudice delayed 
bringing practice into line with theory. These 
have, however, now been overcome, in large 
measure, and it is my purpose to show how 
happily different the present state of affairs is, 
so that the relatives of patients and their medi- 
cal advisers may avail themselves, without 
hesitation, of the therapeutic facilities provided 
in the warm atmosphere of a truly humane 
hospital. 

The Open Door System, breaking with the 
time-honoured tradition and old habits of 
mind, has provided symbolic, albeit overt and 
tangible expression, to the freedom and human 
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dignity of mental patients. It could not be 
introduced out of the blue as it ran counter to 
the training, of the greater part of a lifetime 
in many cases, of the hospital personnel and, 
indeed, the older residents among the patients. 
Preliminary discussions in groups at various 
levels and enlisting the co-operation of the 
more responsible patients were held, and 
proved to be integral to the project. Careful 
planning was found to be necessary in special 
categories of cases such as those on high-dosage 
insulin therapy, or others referred for observa- 
tion by the courts; but after a period of teeth- 
ing troubles had been weathered, a smoothly 
running system came into force, which did not 
even adversely affect the escape rate, and has 
meant so much in terms of human dignity for 
the patients. 

Their Social Club has carried this a step 
further. The committee of this organization 
has patients as Chairman and Secretary, and 
other representatives on it from various wards. 
This committee plans at least one social even- 
ing per week in which male and female patients 
join in card games, musical recitals, debates, 
quizzes and book evenings. The local Krugers- 
dorp community find in this committee an 
effective focal point for canalizing their contri- 
butions to the entertainment and rehabilitation 
of patients. 

There is also a staff group in which the 
Physician Superintendent, the Occupational 
Therapist, several representatives of the nursing 
staff and heads of the Works, Gardening and 
Stores departments form a team to consider 
occupational and recreational aspects of the 
patients’ life, dovetailing the programme with 
ideas emanating from the patients’ own autono- 
mous body. At this meeting scientific assess- 
ments by various staff members dealing with 
the same patient are co-ordinated, and the role 
of occupation and recreation as therapy is 
thereby stressed, and progress noted in terms 
of specific criteria. 

The library service illumined by biblio- 
therapy has been a development inspiring to 
staff and patients alike. An unexpected point 
that has emerged from a careful review of some 
years of this project is that not only do mental 
patients read more than the average member 
of the reading public in the local community, 
but they also excel them in diversity of read- 
ing, reflected in the amount of non-fiction, 
including biography and philosophy, read. The 
meeting of professional staff to which the 
librarian reports her interviews and experiences 
with the patients as she hands them their 
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books, throws important light on the psycho- 
dynamics of the mental illness of the patients, 
points to progressive enrichment of the mental 
content of cases formerly dubbed dements, and 
in certain others shows the mechanism of 
psychological resynthesis that the perspective 
and detachment conveyed by great literature 
provides. 


These liberal trends in patient life are aided 
by a parallel development among the nursing 
and other personnel in the Situation Handling 
Group, in which staff members, irrespective of 
length of service, are encouraged to ask and 
raise questions and to give their views on all 
matters relating to the management, treatment 
and welfare of patients. 


In such an atmosphere as this the numerous 
specific methods of physical treatment, such as 
high-dosage insulin, electroplexy, electrocoma, 
anticonvulsants, and neuroleptics or tranquilliz- 
ers have a social setting in which they have an 
optimal opportunity for carrying out their 
therapeutic effects. Moreover, with such a so- 
cial orientation subsequent rehabilitation is but 
a continuation of a ‘set’ which has already 
been established. The Family Days which have 
been held both for Europeans and non-Euro- 
peans at Sterkfontein Hospital have not only 
been richly rewarding in human terms but have 
also provided indications for furthering the 
organization of our rehabilitation service in 
which the Mental Health Society of the Wit- 
watersrand plays and will continue to play a 
highly effective part, even with the develop- 
ment of our own internal social service. 


OPSOMMING 


Nuwe neigings is te bespeur in Suid-Afrikaanse sicl- 
siekehospitale in die rigting van groter vryheid en 
outonomie vir en doeltreffender sosialisasie van die 
pasiénte—iets wat die familiebetrekkinge ongetwy- 
feld sal gerusstel en van hulp vir die dokter sal 
wees as hy moet besluit waar sulke pasiénte psigia- 
triese behandeling moet ontvang. 

Die nuwe neiging maak onder meer voorsiening 
vir die Oop-deur-stelsel, ’n sosiale klub wat deur die 
pasiénte self bestuur word, maar met lede van die 
plaaslike gemeenskap in hul komitee (om die gevoel 
van afsondering af te breek), arbeids- en ontspan- 
ningsterapie met die beklemtoning van grocp- 
metodes, ’n besoekende biblioteekdiens aangevul 
deur wetenskaplike biblioterapie, en gesinsdae wat 
rehabilitasie op die mensliewende en wetenskaplike 
peil bevorder. 

Personeel-outonomie en -inisiatief word aange- 
moedig op groepvergaderings wat belé word om die 
behandeling van toestande te bespreek. 

Hierdie liberale ontwikkelinge verskaf die beste 
sosiale agtergrond vir die terapeutiese doeltreffend- 
heid van die talle moderne fisiese en psigologicse 
behandelingsmetodes wat deesdae toegepas word. 
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THE PSYCHIATRIC EXAMINATION OF 
NATIVE AFRICAN PATIENTS 


EDWARD L. MaRGETTS, M.D.* 
Nairobi, Kenya 


The object of this paper is to provide a guide 
for the psychiatric evaluation of emotionally 
and mentally ill native Africans who are refer- 
red for hospitalization or out-patient consulta- 
tion. The information contained herein is 
meant only to supplement the techniques and 
criteria evolved in civilized countries for 
examination and diagnosis of mental illnesses, 
and it is assumed that readers will be familiar 
with these more or less standard procedures. 
(See References). The more esoteric interview- 
ing methods based on the psycho-analytic and 
other psychotherapeutic ideologies apply less in 
dealing with primitive patients, to whom they 
would mean very little. The fundamental skill 
in psychiatry as a branch of medicine is to 
take a proper history, make a complete physical 
and mental examination, and arrive at a work- 
ing diagnosis. With this in mind, the outline 
is presented to help the doctor working with 
native patients to understand them better. 
General field study methods for the investiga- 
tion of psychopathology and mental illness in 
African natives have been summarized else- 
where.4 

Most patients are sent to native hospitals 
with very little background information in the 
way of a ‘history.’ The examiner must there- 
fore rely to a great extent on the patient as 
his own informant, and take more account of 
objective behaviour in the form of clinical 
signs than he would do when examining more 
sophisticated and educated subjects. 

Undoubtedly one of the chief difficulties for 
the clinician when assessing native patients is 
the one of language, since most tribes have 
their own, very few speak English, and not all 
speak such a lingua franca as Swahili. More- 
over, because of limitations of expressiveness 
of the language concerned, and of their lack of 
‘education’ and understanding, most natives 
find it difficult or impossible to describe them- 
selves accurately even in their own language, 
let alone in a secondary one. African patients 
have a greater propensity to withhold infor- 
mation, evade, and to fabricate than do other 
patients. Moreover, rather than answer accu- 


* Specialist Psychiatrist, Kenya. Psychiatrist-in-charge, 
Mathari Hospital, Nairobi. 


rately, they may be prone to answer as they 
think the interrogator wishes, in order to 
please. An interpreter may similarly mislead 
an examiner. It is not often possible to evalu- 
ate patients accurately at one interview. Some 
questions must be asked repeatedly at intervals, 
and it is desirable that information be cross- 
checked by another interrogator; when discre- 
pancies are noted, further information may be 
obtained by confronting the patients with them 
and asking for explanations. To take accurate 
notes is absolutely essential in any branch of 
psychiatry, but particularly when trying to 
wring straightforward stories out of African 
patients! There are obvious advantages in pro- 
moting the idea of ‘ African psychiatrists for 
African patients, but until the native peoples 
themselves evolve further and some of them 
seek advanced medical training in psychiatry, 
we ‘non-Africans’ will have to provide the in- 
terest and hard work to promote the advances 
of psychiatry in Africa. 

One of the examiner’s tasks is to obtain 
accurate identification of the patients, i.e. name, 
tribe, geographical origin and the names of 
relatives. Quite often the patients are pre- 
sented as ‘unknown.’ As an extension of this, 
because of suspicion and a natural tendency to 
evade or ‘talk around the point, Africans will 
frequently change their names. We may come 
across a situation in which a single patient has 
had multiple hospital admissions under dif- 
ferent names. Confusion can result when 
Christian baptismal names are used instead of 
tribal names, e.g. Protasius Pitus Seda, rather 
than Sedo son of Ogutu. 

It is difficult to assess the age of Africans, 
since they usually do not know the year in 
which they were born. One has to work out 
their approximate age by taking into account 
size, general appearance, teething, breast and 
genital development, circumcision age-group, 
remembrance of known events, number and 
size of children, registration date, etc. 


PAST HISTORY 


It is, of course, of interest to obtain informa- 
tion about the developmental history, personal- 
ity make-up, family and social adjustment, edu- 
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cation and work accomplishments, etc. but 
very often this information is not forthcoming, 
since there are no reliable informants. Some 
assessment of the degree of detribalization 
should be made, since semi-educated and semi- 
evolved Africans develop the most unusual atti- 
tudes and concepts relating to race, colour, sex, 
religion, politics, education, industry and ‘ Gov- 
ment.’ Patient's should be asked whether 
they have ever been in prison or a detention 
camp, whether they have ever been punished 
for threatening or assaultive behaviour, whether 
they have ever committed arson. In explana- 
tion of the latter, one should point out that in 
the very limited sort of domestic and village 
life in rural Africa, arson is an exceedingly fre- 
quent activity amongst psychotic patients. 

Many workers believe that a genetic factor 
operates in the causation of psychotic and even 
of neurotic illness. It is therefore absolutely 
essential that accurate family histories are 
worked out. Evidence of mental illness, epi- 
lepsy, eccentricity, criminality and suicide in 
blood relations should be determined. So far 
as Africans are concerned, mental illness or 
‘madness’ (Swahili wazimu*) is used to des- 
cribe somebody who is noisy, violent or assaul- 
tive. They do not usually regard retardation 
or depression as ‘madness.’ This is one of the 
reasons for the misconception that depression 
is uncommon in Africans. Rarely is one able 
to get a statement that some member of the 
family has been ‘depressed.’ It is therefore 
important that any family history of suicide is 
noted, since a great many of the depressions in 
the rural areas are not considered as illnesses 
and are not brought to hospital, and those who 
do not spontaneously recover may commit 
suicide. Accuracy in noting family histories is 
of great importance. The actual names of the 
relations should be used to avoid confusion and 
to improve identification. It must be deter- 
mined precisely whether the relationships are 
actual blood relationships. For instance, an 
African may say that his ‘brother’ had mad- 
ness, but in further conversation it is discovered 
that the ‘brother’ is not a blood brother but 
merely a member of the same age group or 
of the same clan. Similarly ‘cousin’ is not 
sufficient—he should be named as, say, 
mother’s brother’s son. Moreover, because of 
polygamy, ‘brother’ may actually mean half- 
brother, i.e. brother by the same father but by 
a different mother. 


* Unless otherwise specified, non-English words in 
this article refer to Swahili. If tribal language is 
used, it is specified as such. 
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MEDICAL HISTORY 


One should make note of the illnesses, acci- 
dents and operations that patients may have 
had in the past. Head injuries are of particu- 
lar importance. One must determine if the 
patient at any time suffered infection with 
syphilis. History of epilepsy is of some im- 
portance, and it is often difficult to differen- 
tiate between personal or family history of 
epilepsy (&ifafa) and similar conditions which 
we would call ‘hysterical.’ For instance, in 
Kikuyu the word kugua means epilepsy, 
muthiga is used to describe a form of hysterical 
behaviour, which at one time was commonly 
seen in young girls, and iringi means fainting 
in general. Moreover, differént tribes have 
specific names for ‘hysterical’ behaviour, e.g. 
the Wateita call it saka (Swahili pepo) and the 
Wakamba aimu. 

A history of malaria is not of much value 
so far as assessing mental illness is concerned. 
Malaria in the past has been very much over- 
rated as a cause of psychosis in primitive 
peoples. In my experience, it never is except 
when the patient presents with a toxic psy- 
chosis or actual cerebral malaria. 

A history of encephalitis is important—try- 
panosomiasis, the virus encephalitides, and so 
forth. Meningitis is commonly seen, and may 
likewise result in organic syndromes or epi- 
lepsy. 

A history of drinking habits is essential, 
since many cases of short-lived mania are 
caused by excessive alcoholic indulgence, or 
at least are precipitated by it. The average 
East African consumes a tremendous amount 
of alcohol at a sitting. He usually will drink 
all that is available. If he tells you he drinks 
‘all he can get,’ this could mean 20-25 large 
bottles of ‘ European beer’ a day, whereas the 
average European rarely drinks more than 2-3 
at a sitting. Moreover, the ‘European beer 
the African drinks is poor local stuff and has 
toxic effects that good beer does not have. 
They are fond of spirits of all kinds if they 
are able to afford them. Some of the native 
drinks are exceedingly potent. The usual 
words used in Kenya for native beer made from 
grains, sugar cane, bananas, maize, or honey, 
are pombe in the interior and tembo at the 
coast. Tembo is used less frequently as a speci- 
fic term for beer made from coconut palm sap, 
and mmnazi is more or less synonymous with it. 
Mkoma is beer made from the sap of the 
branching palm. Piwa is any distilled drink. 
e.g. made from the cashew nut, and it is very 
strong. ‘Nubian gin’ is a term given to dis- 
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tilled native liquor, is very potent and fre- 
quently leads to psychotic behaviour. In recent 
years in Nairobi, African juveniles have taken 
to drinking petrol drained from automobiles— 
needless to say most of them never got to 
mental hospital, but to the general hospitals 
or to the morgue! 

A number of natives are addicted to taking 
drugs. Bhangi is a common addicting drug in 

ast Africa. There are a number of synonyms 
for bhangi (Cannabis sativa indica). Bangi is 
the general Swahili word, but accurately used 
it means the leaves, and mbangi the plant. In 
India, it is called Indian hemp or hashish, 
ganja being the flower and charras the resin, 
but these terms are not used by Africans. In 
South Africa, Cannabis sativa is referred to as 
dagga. Bangi is commonly taken by Arabs 
and Indians, and by Somalis and some other 
East African tribes. Another drug commonly 
used in East Africa is miraa or Catha edulis, 
(Swahili murungu) also called Arabian or Abys- 
sinian tea, Kat or Khat. It is a stimulant and 
a sexual depressant. Opium in various forms 
is also used by Indians and Arabs, and less by 
the African natives; it is called paru (Hindi: 
also contains sugar), afywni (Arabic), madadi 
(Arabic: smoking pellets), kasumba and 
majuni (Arabic: a sweet mixture which also 
contains bangi). Areca and Betel are much used 
by Indians in East Africa, but most Africans 
have not taken up the habit. 

There are also drugs with specific purposes, 
eg. the Masai use a stimulating concoction 
made from the Acacia tree, and various tribes 
use a preparation from Datura stramonium as 
an intoxicating drug for use in judicial proce- 
dures (e.g. the Wateita mwalala oath). Drugs 
are used by witchdoctors (wachawi) in order to 
harm people. However, one must keep in 
mind that patients often imagine that ‘ medi- 
cine’ (dawa) is placed in their food. Con- 
tamination of food cannot usually be proved to 
be factual and is generally imagined—but not 
always ! 


EXAMINATION OF THE PATIENT 


There is a certain universality of psychiatric 
syndromes, i.e. by and large the same illnesses 
are seen throughout the world in all races. 
The mental illnesses and neuroses seen in pri- 
mitive patients—even the so-called ‘ exotic 
neuroses ’ of the tropics—are to my mind diag- 
nosable according to Western textbook stan- 
dards. The basic illnesses are the same: the 
secondary psychopathology and symptoms differ 
according to the tribal cultural background and 
degree of ‘ detribalization’ in the patients con- 
cerned. It is convenient to break the mental 
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examination down into the two classical head- 
ings of objective and subjective. 

Objective. The familiar factors noted in all 
psychiatric examinations must of course be 
taken into account—general appearance, skin 
colour, bodily habitus (type, steatopygy, lord- 
osis), motility, gait, catatonic and other postur- 
ing, mannerisms, compulsions, rituals, dissocia- 
tive states, affective level, etc. In the tropics, dry 
skin and clinical pellagra is observed frequently. 
Fixed pupils usually mean G.P.I. A yellowish 
skin colour, if not jaundice, is likely to be 
atabrin poisoning, which may produce psy- 
chosis, usually hypomania. One must watch 
for the physical stigmata of mentally retarded 
and deaf and dumb patients. Posture and 
motor disorders, e.g. functional and organic 
paralyses, camptocormie, choreas, etc. are seen 
in Africans and we must keep these more in- 
frequent syndromes in mind. One must note 
any specific decorations, wearing of charms 
and so forth. 

Sometimes bizarre symptomatology. may be 
simply explained as one gains experience, e.g. 
one patient we saw here had a most peculiar 
symptom—every time she was given ECT she 
spouted saliva rather like a whale! This we 
laid down to catatonic retention of saliva in her 
mouth and to a certain extent this may have 
been true, but the spouting stopped when she 
regurgitated a round worm! 

If a woman is lactating it may mean that 
she has recently been confined and that we are 
dealing with a pregnancy psychosis. One should 
remember, however, that African women may 
nurse their babies for several years. 

In addition to the more usual type of psy- 
chotic signs that one must watch for on objec- 
tive assessment, there is a great number of 
other physical stigmata that must be assessed. 
Most African tribes carry out forms of mutila- 
tion and decoration of the body, e.g. piercing 
and stretching of the ear lobes, placing a metal 
or wood plug or spike through the lips, filing 
and knocking out teeth, perforating the nose, 
tattooing, decoration cutting,  scarification 
(keloids) and so on. It is always worth while 
to question patients why they have the -various 
scars they show. Interesting and surprising in- 
formation may be obtained, e.g. we noted a 
well-marked 2-inch transverse scar over the 
right biceps in a Mkamba man and, when 
asked what it was, he told us he had put it 
there himself as a mark to measure the length 
of his arrows from the finger tip. A Mkamba 
girl had medicine cuts in designs on one side 
of her face only, as a protection against witch- 
craft. ‘Medicine cuts’ consist usually of mul- 
tiple short 4—} inch incisions in the skin. 
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There seems little rhyme or reason (except pos- 
sibly in the mind of the medicine man) why 
certain types of cuts are made and where. 
Why should one mganga cut a_ psychotic 
patient on the chest? Why should another not 
do so, or treat him in some other fashion? One 
would expect decoration cuts to be placed 
symmetrically on the body and medicine cuts 
only in certain locations, but this is not always 
the case. 

One can only identify scars by asking the 
patients about them. Scars may be the result 
of quite rational surgical activities of native 
medicine men, who sometimes perform quite 
daring operations, e.g. the Jaluo bar operation, 
a 2-inch incision through the intercostal space 
into the pleural sac for the relief of chest com- 
plaints such as dyspnoea, cough and pain. 
Many natives, particularly the Wakikuyu, be- 
lieve the uvula (&ilimi) to be the seat of all 
throat troubles and they may seek to have it 
cut off (kata kilimi—to cut the uvula). The 
Kisii and Watende trepan for post-traumatic 
headache, and this may lead to extensive scar- 
ring and deformation at any site in the skull. 
Artificial deformation of the cranium is still 
carried on in some places by binding and com- 
pression. In some tribes, e.g. the Wakikuyu, 
the women may show extensive indentation of 
the posterior frontal bones from the pressure 
of head straps which they use in carrying their 
heavy loads. Considerable excoriation and scar- 
ring of the wrists and ankles may be observed 
in patients who have been restrained in the re- 
serves before being brought in for medical at- 
tention. Very severe scarring and contractures 
may result when epileptics have seizures and 
fall into their fires. They may also show scar- 
ring of the edges of the tongue from biting 
during convulsions. 

Scarring may also be noted in lepers, most 
of whom do not show specific mental syn- 
dromes, though one case we have suffers a 
severe reactive depression because he can gain 
no further cure for his illness. Occasionally, 
patients with self-inflicted scars in the throat 
are seen, and suicidal cuts elsewhere may be 
noted. Rope scars from attempted hanging, 
the favourite method of self-destruction in 
some tribes (e.g. Wakikuyu), are occasionally 
observed. Extensive scarring may be seen in 
the neck, arms and legs of women (e.g. Masai) 
who wear tight bangles. Amputations should 
be noted; questioning the patient about them 
may give interesting and pertinent informa- 
tion. One Kikuyu patient, in hospital for a 
post-encephalitic extra-pyramidal syndrome, 
lacked the two distal phalanges of both little 
fingers—these he lost in childhood as the result 
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of a punishment administered by his father, 
who had tied his two little fingers together 
with a bow-string and then strung the bow. 

Scarring of the genitalia may give a lead on 
syphilis, but it more likely relates to circum- 
cision, which is common in many tribes and 
may be practised on both sexes. ‘ Circumci- 
sion’ may be very extensive, e.g. in extreme 
cases one may see women in which the opera- 
tion has produced scarring from the mons 
pubis to the anus. Some tribes, e.g. the Embu, 
as decoration scarify the female genitalia ex- 
tensively, making long and deep horizontal and 
usually symmetrical cuts across the mons pubis, 
this procedure being carried out after the time 
of circumcision (clitoridectomy and excision ot 
the labia minora). The Wakikuyu make smaller 
cuts in the same place, but at the age of 10, 
and before circumcision. There are other pecu- 
liarities in connexion with the female genitalia, 
e.g. Baganda girls are not circumcized, but from 
infancy the labia minora are stretched by their 
mothers to form appendages along the lines of 
the so-called ‘Hottentot apron.’ Men do not 
usually show much pathological scarring as a 
result of circumcision, but sometimes the type 
of circumcision may be interesting, e.g. the 
Wakikuyu do a fancy sort of operation in 
which the glans is looped through a hole in 
the prepuce and the prepuce hangs down be- 
low, as an appendage, which is some cases may 
be as long as 2 inches. In addition to circum- 
cision, males of the Rendille tribe of Northern 
Kenya excise the umbilicus, which practice 
serves to identify them as men rather than 
women. 

Subjective. African patients are prone to 
imitation and to fabrication. It is part of their 
life to ‘act out,’ since their language expression 
is limited. In many tribes, lying is considered 
an art; so it is not unexpected that simulation 
syndromes are frequent. We see Mau Mau de- 
tainees who are past-masters at malingering to 
gain special treatment. 

The mental content of most African patients 
is undoubtedly on a simpler and less evolved 
or ‘sophisticated’ level than amongst civilized 
patients. The chief reason for this would ap- 
pear to be that they have not had the varied 
and complicated experiences that non-primitive 
patients have had for centuries. Their delu- 
sions and hallucinations are generally of a 
simple form, and based on the needs, activities 
and customs as determined by a limited life 
that deals primarily with family and survival 
and with magic, superstition and witchcraft. 
Even well-educated Africans, when they be- 
come ill mentally, seem to revert to simple atti- 
tudes, ideas and behaviour, rather more than 
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one would expect considering their schooling 
and contact with civilized peoples. 


Largely as a result of language limitations, 
Africans find it hard to express how they feel 
on a subjective level. For instance, they find it 
most difficult to get across the idea of feeling 
depressed. This will often present more as 
‘hypochondriasis’ than as a purely affective 
syndrome. Rarely will depressed suicidal 
patients be able to give much of a reason as to 
why they want to do themselves in. When 
Africans hear ‘ voices,’ they are usually those of 
God or of dead relatives, rarely of anybody else. 
Hallucinations, visions and dreams are most 
frequently of dead people or of domestic ani- 
mals such as cattle, which are ‘close’ to the 
Africans’ limited circle of life experience. 
Well-defined and elaborate paranoid delusions 
are not commonly noted, though one emanci- 
pated young man who could read and who 
went to the cinema thought he was a space 
explorer! Most paranoid psychotics have 
simple delusions of grievances—that they were 
beaten, that their money was stolen, that some- 
body was after their land, that the Govern- 
ment or employers are against them. Pecu- 
liarly, they rarely claim that ‘ Europeans’ are 
against them, which is surprising considering 
the political and racial hostility and prejudice 
that are so much popularized by speech, radio 
and journal propaganda. 

It is most interesting to talk to patients con- 
cerning their beliefs in magic, superstition and 
witchcraft (wchawi or less frequently zlozi), 
evil eye (kéjicho), charms (talasimu, hirizi, 
kago) and oaths, and about their attitudes to- 
wards witchdoctors (wachawi, or less fre- 
quently walozi) and native medicine men (wa- 
ganga) and their methods of treatment. We al- 
ways ask patients—and on numerous occasions 
in order to cross-check—what they think 
caused their illness. Rarely do they say spon- 
taneously that they are bewitched, although on 
being led they may admit this—but less fre- 
quently than one might expect. The patients 
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may say that they do not know the cause, i.e. 
their illnesses are put down to natural causes 
or to ‘God’ (not necessarily to the Christian or 
Mohammedan God, but to the native God 
(mungu). Sometimes they may blame ‘ shetani’ 
or devils, often the ghosts (pepo) of dead rela- 
tives. They may claim that madness was caused 
by some physical illness, the favourite one be- 
ing ‘malaria. The more sophisticated ones 
may even blame environmental troubles, such 
as ‘studying too much,’ land grievances or 
‘working too hard.’ 


REFERENCES 
1. Franz, S. I. (1919): Handbook of Mental 
Examination Methods, 2nd ed. New York: 
Macmillan. 


2. Henderson, D. and Gillespie, R. D. (1957): A 
Text-Book of Psychiatry for Students and Prac- 
titioners, 8th ed. London: Oxford University 
Press. 

3. Lewis, N. D. C. (1943): Outlines for Psychiat- 
ric Examinations, 3rd ed. Originally in 1921 
written by Kirby, G. H., based on Meyer's prin- 
ciples, revised by Cheney, C. O. in 1934 and 
1938, and now revised by Lewis, N. D. C. 
New York State Department of Mental Hygiene. 
_ N.Y. (State Hospitals Press, Utica, 

4. Margetts, E. L. (1958): Ethnopsychiatry in the 
Field: An Outline of the Anthropological Ap- 
proach to the Study of Psychopathology and 
Mental Illness in African Natives. CCTA/CSA/ 
WFMH/WHO. Specialists Meeting on Mental 
Health, Bukavu, Belgian Congo. 10-18 March 
1958. MH(58)14. Mimeographed. pp. 15. 
(To be revised, enlarged and published else- 
where). 

5. Menninger, K. A. (1952): A Manual for Psy- 
chiatric Case Study. New York: Grune and 
Stratton. 

6. Noyes, A. P. (1953): Modern Clinical Psy- 
chiatry, 4th ed. Philadelphia: W. B. Saunders. 

. Preu, P. W. (1943): Outline of Psychiatric 
Case Study: A Practical Handbook, 2nd ed. 
New York: P. B. Hoeber. 

8. Strecker, E. A., Ebaugh, F. G. and Ewalt, J. R. 
(1951): Practical Clinical Psychiatry: Section on 
Psychopathologic Problems of Childhond by 
Kanner, L. 7th ed. Philadelphia: Blakiston 


Co. 

9. Whitehorn, J. C. (1944): Guide to Interviewing 
and Clinical Personality Study. Arch. Neurol. 
Psychiat., 52, 197. 


THE CHANGING ROLE OF THE NURSE ‘ 


I. I. MarWIck* 
Tara Hospital, Johannesburg 


The Ninth World Health Assembly selected as 
the subject for technical discussion Nurses: 
Their Education and Their Role in Health 
Programmes.' It was believed that this subject 


* Matron, Tara Hospital, Johannesburg. 


was of universal importance in developing 
both hospital and public health programmes 
throughout the world. 

The role of the nurse has undergone and is 
still undergoing considerable change and this 
is resulting in anxiety to nurses, doctors and 
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allied professions. It is important to recognize 
these changes and to direct them wisely so that 
they do not unduly disrupt the developing 
health programmes of the country. 

Many of the changes result directly from 
changes in medical practice, the great increase 
in scientific knowledge and the development 
of technical skill over the past 30 years. Nurs- 
ing has been very tied to medicine. The role 
of each is fundamentally the same—the welfare 
of the patient. It is therefore to be expected 
that any marked change in the one group will 
affect the other. 

There is criticism from many doctors as well 
as from nurses of the older generations about 
some of the new functions performed by 
nurses. They are trained to do some of the 
technical functions formerly considered to be 
the prerogative of doctors, e.g. taking blood 
for laboratory investigations and taking blood 
pressures. Some believe that such assignments 
prevent nurses from carrying out their first 
responsibility, which is nursing, the meeting 
of the human and basic needs of patients. If 
the nurse does not meet these needs who will? 
None of the other professional members of the 
health team has shown any desire to do so. 
probably because they call for a 24-hour 
service. 

Psychiatry has brought a new awareness of 
the importance and significance of the emo- 
tional aspects of organic illness, of the need 
to care for the whole person and not only the 
diseased organ. The body-mind relationship, 
as seen in psychosomatic disease, is better 
understood. Nurses recognize the need to meet 
the human and emotional as well as the physi- 
cal and technical needs of their patients. 
Anxiety is engendered when, as frequently 
happens, the nurse fails to meet the demands 
made on her by patients who want kindness 
as well as technical efficiency, or by doctors 
who require of her a knowledge and skill 
which may be beyond her competence or out- 
side of the scope of her training. 

This indicates the need for nursing to be 
freed from its traditionally close tie to medi- 
cine. Nurses need to define their new role 
more clearly and to accept professional respon- 
sibility within that role. Nurses accept duties 
calling for technical skill with alacrity; they do 
not make the same demands on her inner re- 
sources as do the human emotional needs. 
Because nurses are not sure of their role, they 
have a false feeling of importance in perform- 
ing a task previously carried out by a doctor. 

Nurses and doctors need to meet more often 
to discuss these changes and to determine 
which should become the essential duty of the 
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nurse (and for which she should then ‘be 
trained), which should remain the function of 
the doctor and which could be made the :<- 
sponsibility of a technician. It will be neccs- 
sary also to determine what additional ed 
should be given nurses to enable them to reta.n 
the degree of technical skill needed for go d 
modern nursing care as well as to deal with 
the patient as a person with an awareness of 
his emotional, cultural and social needs. 

Bowlby’s WHO monograph? highlights t.¢ 
serious effects of emotional deprivation on 
children. This book is having a revolutiona:y 
effect on the care of children and, together 
with the film The Two-Y ear-Old Goes to Ho:- 
pital, is pointing the way to meeting the needs 
of sick children. More and more children are 
being nursed at home, mothers are being per- 
mitted to stay in hospital with children, and 
more liberal visiting hours are permitted. South 
Africa does not show much evidence of being 
influenced by these trends. A domiciliary ser- 
vice attached to each children’s hospital to 
enable children to remain at home and for 
mothers to receive the support and help of 
skilled doctors and nurses still awaits develop- 
ment. 

The increased tempo in hospitals, the de- 
mand for beds which (especially in teaching 
hospitals) cannot be met, the rapid turnover 
of patients (which often results in their pre- 
mature discharge because there are others more 
ili awaiting admission) has had a profound 
effect on nursing. 

First, it denies nurses one of the sources of 
real job satisfaction, the nursing of patients to 
full recovery. It helps to develop an attitude 
of casualness and superficiality towards illness. 
It has resulted in fragmented or functional 
nursing care, i.e. a nurse carries out one func- 
tion only: she is called on to do one task for 
all patients, e.g. she may take all the tempera- 
tures, or give all medicines, or do only treat- 
ments; she does not do total patient care. Each 
patient receives a modicum of essential care, 
but the nurse taking temperatures may not be 
aware if a drop in temperature is due to medi- 
cation or other treatment. 

These are serious defects in nurse training 
which are due to a system over which nurses 
have little control but which call for serious 
consideration by the members of the health 
team and the administrators. 

Many important changes have taken place 


‘in nursing education and these have resulted 


in criticism from nurses themselves as well as 
from doctors and the public. i 

A high failure rate in examinations is intcr- 
preted as an unduly high standard. Thir’y 
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years ago few avenues of employment were 
open to women of high intellectual capacity. 
To-day, nursing is in competition with com- 
merce and industry as well as with a host of 
professions such as medicine, medical auxili- 
aries, law and teaching. Any attempt by 
nurses to raise the standard of education to 
the level usually required by a profession is 
loudly and strenuously opposed by doctors, the 
public and even by nurses. 

Where there is a chronic and serious short- 
age of nurses, is there any justification in limit- 
ing the field from which nurses can be drawn? 
The most acute shortage is in the field of 
mental nursing, in which the standard of edu- 
cation is the lowest. This shortage is admittedly 
not due only to the low standard but also to 
factors such as lack of status, unpopular work 
and the fact that native mental nurses are not 
yet trained. As stated in the report of the 
Ninth World Health Assembly,! some coun- 
tries have found that those nursing schools 
which require and procured a high standard 
of education attract and retain their students. 

It is contended that the demands made on 
nurses to-day are such that the professional 
group requires persons of outstanding quality. 
It is acknowledged that it is not possible to 
meet the ever-increasing demand for nursing 
services from the small number who matricu- 
late each year and who must meet the needs 
of all professional groups. 

It is hoped, however, that the changes in 
nursing education given below will be seen 
as a realistic attempt to meet the various nurs- 
ing needs of the country and at the same time 
to raise the standard of nurse training. 

1. Students may enter for a university basic 
nursing course leading to a B.A. or B.Sc. Nursing 
Degree, a course of 44 years with a broad basic 
training in the humanities, in the basic sciences 
needed in nursing as well as adequate practical 
patient-centred training. 

This training should produce future nursing 
leaders and research workers and help nurses to 
accept more individual professional responsibility. 

2. The established training for professional nurs- 
ing is the responsibility of the South African Nurs- 
ing Council which is alive to its responsibilities to 
the community and requires a high standard of 
training comparable with standards in other parts of 
the world. It is satisfying to note that in the revi- 
sion of the curriculum now under consideration, 
attention is given to the training of students in 
human relations. This will assist in developing 
skill in meeting the emotional needs of patients and 
will counter the tendency to over-emphasize the 
technical aspects. 

District nursing experience can be made available 
to student nurses. This will help to supply the need 
for nurses te care for patients to full recovery, and 
bring the nurse into the home of the patient, where 
she can observe how the family reacts, how social 
and cultural factors may contribute to the illness or 
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may complicate rehabilitation. She will be aware 
of the patient not as a ‘case’ in hospital but as a 
person belonging to a family and a member of 
society. 

_3. The Nursing Act No. 69 of 1957 makes pro- 
vision for the enrolment of auxiliary nurses by the 
South African Nursing Council. This will meet 
the demands of those who want to nurse and of the 
public for nurses who are kind and good practical 
nurses but cannot meet the requirements for regis- 
tration. Those able to meet the requirements of the 
South African Nursing Council for enrolment will 
be given status and protection and, in addition, the 
public will be protected from exploitation by per- 
sons who are not competent. Further to the fore- 
going, there is a growing tendency to relieve nurses 
of many domestic duties to enable them to devote 
more time to essentiat nursing duties. 

These changes are accompanied by resist- 
ance. Doctors accuse nurses of training to be 
pseudo-doctors. The established professional 
nurse regards the University training as an 
unnecessary ‘frill.’ She maintains, in spite of 
much evidence to the contrary, that nursing is 
a practical job which does not require a sound 
academic background. She regards the en- 
rolled auxiliary nurse as a threat to her security 
and maintains that they will ‘dilute’ the pro- 
fession. 


These changes will be rejected unless they 
are the result of the needs of nurses, doctors 
and the community at large, in which case 
they will continue and will be accepted in due 
course. 

The training of non-White nurses in all 
fields excepting mental nursing is now firmly 
established. Early difficulties experienced in 
teaching and in training in responsibility are 
less acute and a percentage of non-White 
nurses are demonstrating their ability at in- 
creasingly responsible levels. 


There is no shortage of student native nurses 
as there is of White students and because of 
this it is possible to consider the training of 
registered native nurses as medical auxiliaries. 
Native nurse radiographers have been success- 
fully trained. This can be the forerunner of 
the training of non-White nurses as dieticians, 
physiotherapists, social workers and occupa- 
tional therapists. 


Facilities for post-basic nurse training in 
South Africa have been greatly increased. With 
few exceptions, nurses can be trained to meet 
the nursing needs of the highly specialized 
clinical fields of medicine, surgery, psychiatry 
and obstetrics, as well as in domiciliary nurs- 
ing. These facilities are available to all nurses. 
Established post-basic training programmes 
have been revised, e.g. Midwifery and Health 
Visitors’ Courses are including ‘human rela- 
tions aspects. 
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Advanced nursing training courses in ad- 
ministration and teaching are available to 
White nurses and, in the near future, will be 
increasingly available to non-White nurses. 

These changes in nursing education demon- 
strate that nurse leaders are aware of their 
main responsibility, which is to given adequate 
nursing care to the community. They are fully 
extended in their endeavour to carry out this 
service. There has been an increase of 100% 
of nurses in the Transvaal over the last 10 
years, but expanding services have been so 
great that an acute shortage persists. If there 
were a better awareness of the problems and 
difficulties confronting nurses, some of which 
are outlined in this article, it is possible that 
more rapid progress in overcoming this short- 
age could be made. 

The nursing horizons are constantly enlarg- 
ing. From the hospital and district nursing of 
30 years ago nurses are to-day engaged in 
nurse education, health education, administra- 
tion and research. They are members of nurs- 
ing councils, employed as secretaries of their 
professional organizations, registrars of nursing 
councils, editors of nursing publications, etc. 
In South Africa, they are at provincial policy- 
making levels and are contributing at an inter- 
national level. 

It would be well to consider the respon- 
sibilities of some senior nurses; and that of a 
matron of a large general hospital which is a 
training school is taken as an example. This 
person will, if employed by the Transvaal Pro- 
vincial Administration, be required to have had 
at least 6 years of training, to be registered as 
a general nurse and midwife, to hold a Dip- 
loma in Nursing and one in Hospital Adminis- 
tration or to have one diploma and a univer- 
sity degree. She, with her staff, are responsible 
for the care of the equipment for the wards 
and ancillary departments such as sewing and 
linen rooms and dietary services for as many 
as 1,000 beds, for the nursing care of these 
1,000 patients as well as the thousands attend- 
ing at casualty and out-patient units. She has 
about 1,000 persons, registered nurses, student 
nurses and domestic workers under her charge; 
is responsible for appointments, recommenda- 
tions for promotion, disciplinary actions, etc. 
She is responsible to the South African Nurs- 
ing Council for the satisfactory training of 
student nurses and for the maintenance of an 
ethical standard by the registered nurses. She 
is responsible for the effective utilization of all 
available nursing resources in her hospital, is 
concerned with the residential accommodation 
available for nurses and with facilities to en- 
able them to obtain personal and professional 
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satisfaction from their employment. She is 
expected to take an active part in her profes- 
sional organization and to be an active member 
of organizations associated with the hospiral 
and would be criticized if she did not have an 
active social life! 

She will have an assistant staff to assist in 
these administrative responsibilities, but needs 
to be aware of and to intervene should there 
be a breakdown at any level. 

A modern hospital is a complex organization 
calling for responsible, experienced and highly 
trained personnel to share in the administra- 
tion. The nurse is in touch with more and 
more specialized workers with whom she must 
synchronize her services. 

The soaring cost of hospital services is 
alarming not only those responsible for pro- 
viding such services, but the taxpayer also. 
The work done at both national and inter- 
national levels in controlling epidemic diseases 
demonstrates how prevention of disease con- 
tributes to the well-being of people as well as 
to the economy of a country. The need to 
give more consideration to prevention of 
organic and mental disease is paramount. We 
know that malnutrition, especially amongst 
natives, is the cause of many admissions to 
hospitals; we know that some forms of mental 
illness are due to faulty parent-child relation- 
ships; but as yet the necessary steps to prevent 
the later development of severe illness based 
on such preventable causes is not taken. 

These are changes which call for a team 
approach to health—doctors in hospitals with 
doctors in public health, doctors with other 
community health workers, with economists, 
employers of labour, etc. 

The demand for hospital beds has resulted 
in an early discharge of patients which has in- 
creased the need for community services. This 
change from hospital to community care for 
organic diseases is probably one of the irre- 
versible changes which need to be directed so 
that it meets the community requirements. 
Community health personnel need a knowledge 
of social work such as the social welfare facili- 
ties in the community, the techniques of inter- 
viewing, etc. to enable them to move from 
hospital to community work. District nurses 
and health visitors have a long history of com- 
munity health service, but their family care 
work is usually learned by trial and error. 

A properly organized community health ser- 
vice covers all aspects of health and deals with 
public as well as mental health, with physical 
as well as mental disease. 

The new dynamic psychiatry practised to-day 
has accepted the concept of a team approech. 
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This is demonstrated in the meetings of the 
World Federation for Mental Health, which 
draws together members from a large variety 
of professions, medicine, nursing, sociology, 
psychology, education, cultural and social 
anthropology; it concerns itself not only with 
the promotive, preventive, treatment and re- 
habilitative aspects of mental health, but with 
an increasing range of organic illnesses and 
with the evidence of social erosion shown in 
alcoholism, delinquency, evidence of family 
disruption, prostitution, etc. It needs the 
interest of those concerned with the welfare of 
infants, children, the workers and the aged. 


In fact, modern dynamic psychiatry is seen 
as a discipline which can make a contribution 
at every level of medical and social life—the 
agent which can unify the various disciplines 
to enable a more holistic approach to be made 
to both medical and medico-social problems. 

The World Federation for Mental Health 
has demonstrated in its multi-professional 
meetings, the great advantages which can be 
derived under a good leader trained in group 
dynamics when the views of persons from a 
variety of disciplines and from different cul- 
tures can be brought to bear on a common 
problem. 


To enable individuals to benefit and to con- 
tribute to such groups, some skill in inter- 
personal relationships must be learned. 


Nurses, because their work brings them into 
constant contact with people, need to have this 
learning experience. The Transvaal Provincial 
Administration, in the preparation of Courses 
for Advanced Nursing Training, e.g. for Hos- 
pital Administration* has met this need; the 
training includes sociology and_ psychology 
based on human relations as well as the train- 
ing of students to acquire skill in interpersonal 
relationships. 


Nurses need training as team workers. 
Largely because of the hierarchical pattern on 
which nursing is developed, they do not com- 
municate freely within their own group; there 
is also the hierarchy of health and hospital ad- 
ministration which makes the development of 
a team spirit within a hospital difficult. There 
is a natural tendency for the different profes- 
sional groups to splinter off into interest- 
centred groups. The team leader must be 
aware of the difficulties; facilities must be 
made available regularly for joint discussion 
on problems in which all members of the team 
contribute. This is necessary in order to create 
the mutual recognition of the responsibilities 
and capabilities of each member of the team, 
which is essential to good team work. 


MEDICAL PROCEEDINGS - MEDIESE ByDRAES 


687 


It is the opinion of nurses that, since they 
undertook responsibility for their own affairs 
with the passing of the South African Nursing 
Act in 1941, and since nurses have been ap- 
pointed to senior posts at a national level, 
their contribution to the health services has 
been better understood, they have been ac- 
cepted as team members, more improvements 
in service conditions have been made and the 
level of nursing education has been steadily 
improved. 

Much still requires to be done in order that 
nurses develop their full potential. This can 
be achieved with support and understanding 
from our fellow workers in the health team. 

The area of health in which more rapid 
change would be welcomed by nurses is in the 
field of mental illness. South Africa is moving 
from custodial to therapeutic care, vide the 
Third Report of the World Health Organiza- 
tion Expert Committee on Mental Health, 
which requires of the mental hospital that it 
should not exceed 400 beds which should be 
within the community it is to serve. Apart 
from the advantages to patients and their rela- 
tives, this might solve some of the acute 
mental nursing shortage. Large hospitals of 
1,000-2,000 beds isolated from the social and 
cultural amenities of a town are not likely to 
attract or retain the services of young people. 
Other requirements include the development 
of a therapeutic atmosphere, which is depen- 
dent on factors such as the removal of un- 
necessary locks and walls; patient activity and 
participation in work; play and treatment; 
gioup therapy; the development of a thera- 
peutic team; the preservation of the personal- 
ity, initiative and sense of responsibility of 
the patient; active rehabilitation and extra- 
mural community care. 

In many parts of the world there is a further 
movement from custodial to community care. 

Extra-mural community care includes out- 
patient services for children and adults; the 
establishment of day hospitals for patients in 
need of treatment but not in need of admis- 
sion to hospital; night hospitals which enable 
patients to work and still receive treatment; 
family care schemes where patients remain 
under hospital control but live with families 
in the area; the formation of clubs for ex- 
patients to give them support and help in 
adjusting to normal community living, etc. 

The contribution which can be made by 
nurses in psychiatric community services is 
well stated in Krause’s paper The Role of the 
Nurse in Community Mental Health Work. 

Such exciting changes could bring new in- 
terest and hope into mental nursing, could 
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enchance the work and give it the status and 
importance which it richly deserves. 

The two main groups of nursing (general 
and psychiatric) need to be brought much 
more closely together and eventually inte- 
grated. This most significant change has 
started. General nurses are becoming insistent 
in their demand to have a training in psy- 
chology based on human relations. The Nurs- 
ing Council has accepted in principle that the 
training of all general nurses should include 
psychiatric experience. It is hoped that there 
may be an acceleration of this change which 
will bring us closer to the ideal basic training 
needed for nurses, in which the nurse will be 
able to give care to the patient in accordance 
with the first responsibility stated in the Ninth 
WHO Report. 

‘Giving skilled nursing care to the sick and dis- 
abled in accordance with the physical, emotional and 
spiritual needs of the patient, whether that care be 
given in hospitals, homes, schools or industry.’ 


SUMMARY 


The role of the nurse has changed and there 
is a tendency to emphasize the technical rather 
than the social nursing skills. 

Attention should be directed to the import- 
ance of the emotional as well as the physical 
needs of patients. Changes in hospital prac- 
tice (such as the premature discharge of 
patients) have had a profound effect on nurs- 
ing. 

Nurses need to evaluate their new role. 
Important changes in nursing education range 
from University degree courses for nurses to 
the training and enrolment of auxiliary nurses. 

Nursing training is proving a suitable basis 
for medical auxiliary nursing for native 
nurses. 

Resistance to change is a constant factor. 
Nursing horizons are constantly enlarging and 
shortages persist in spite of increased training 
and registration. 

Senior nurses carry heavy administrative and 
financial responsibilities which call for ad- 
vanced training. 

Increasing costs of hospital services and early 
discharge of patients require the development 
of a planned community health service. 

The need for a team approach to health 
problems is seen but the difficulties in creating 
a team are recognized. 

Psychiatry has a contribution to make to 
general medicine; the multiprofessional ap- 
proach to psychiatric problems and its recogni- 
tion of the importance of developing skill in 
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interpersonal relationships makes psychiatry an 
integrating force. 

The changing views in mental hospital care 
require small community mental hospitals with 
a therapeutic atmosphere. The need to move 
from hospital to community care are noted. 

A close integration of psychiatric with 
general nursing is seen as the beginnings ot a 
true basic training for nurses. 


OPSOMMING 


Die rol van die verpleegster het verander, en daar 
is ’n neiging op die klem op tegniese liewer as op 
sosiale verpleegbedrewenheid te laat val. 

Die aandag behoort gevestig te word op die emo- 
sionele sowel as die fisiese behoeftes van pasiénte. 
Veranderings in hospitaalgewoontes (soos die vrocé 
ontslag van pasiénte) het ’n groot effek op verplece- 
werk gehad. Dit is nodig dat verpleegsters hul nuwe 
rol behoorlik moet evalueer. Belangrike verande- 
rings in die opleiding van verpleegsters wissel van 
universiteitsgraadkursusse vir verpleegsters tot die 
opleiding en indiensneming van hulpverpleegsters. 

Verpleegopleiding het die bewys gelewer dat dit 
‘n geskikte grondslag vir mediese hulpverpleging 
deur naturelleverpleegsters vorm. 

Weerstand teen veranderings is ’n konstante fak- 
tor. Die verpleeggesigseinders word gedurig ver- 
groot, en tekorte duur voort ondanks die groter 
aantal verpleegsters wat opgelei en geregistreer word. 

Senior verpleegsters dra groot administratiewe en 
finansiéle verantwoordelikhede wat gevorderde op- 
leiding verg. 

Die toenemende koste van hospitaaldienste en die 
vroeé onstlag van pasiénte vereis die ontwikkeling 
van ’n planmatige gemeenskapsgesondheidsdiens. 

Die behoefte aan ’n span-benadering van gesond- 
heidsprobleme word besef, maar die moeilikhede 
verbonde aan die totstandbrenging van so ’n span 
word ook ingesien. 

Psigiatrie kan ’n bydrae tot die algemene gences- 
kunde lewer; die multiprofessionele benadering van 
psigiatriese probleme en die erkenning dat dit be- 
langrik is om bedrewenheid in interpersoonsverhou- 
— te ontwikkel, maak psigiatrie ‘n integrerende 

rag. 

Die veranderende sienswyses in verband met be- 
handeling in sielsieke-gestigte het klein gemeenskap- 
sielsieke-inrigtings met ‘n terapeutiese atmostcer 
nodig gemaak. Die aandag word gevestig op die 
noodsaaklikheid daarvan om van hospitaal- na ge- 
meenskapsversorging oor te gaan. 

Die noue integrasie van psigiatriese en algemene 
verpleegwerk word beskou as die begin van ‘n 
suiwer basiese opleiding vir verpleegsters. 
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I. Orr, M.B., B.Ch. (Rand), Dip. O. & G. 
rxand), has commenced practice as a Specialist 
Obstetrician and Gynaecologist at 506 Medical Arts 
Building, cor. Jeppe and Troye Streets, Johannes- 
burg. (Telephones: —Rooms: 22-0035; "Residence : 
44-5001) 


Mr. J. A. S. Marr, F.R.C.S. (Eng.), L.R.C.P. (Lond.), 
M.B., Ch.B (Cape Town), has changed the address 
of his consulting rooms to 111 Medical Centre, 
Heerengracht, Cape Town (Telephones: —Rooms: 
3-1940; Residence: 7-1238). 


Mr. Bryan Murless, F.R.C.S., F.R.C.O.G., returns 
from England on 24 October 1958. 

He lectured at London University (by invitation) 
and visited various medical centres in the United 
Kingdom during his stay overseas. 

* 


* 


* * 


NUTRITION SOCIETY OF GREAT BRITAIN 


The Nutrition Society of Great Britain will hold a 
symposium on Rumen Function at the Royal Veteri- 
nary College, Royal College Street, London, N.W.1, 
on Saturday, 7 March 1959. 


* * 
Boots MEDICAL Diary 1959 


The Boots organization has again produced a useful 
Medical Appointment Diary which contains a con- 
siderable amount of valuable obstetrical, biochemical 
and clinical information. 

The Diary opens up to show a week at a glance 
and the working day is divided into half-hour 
appointments. 

It is attractively bound in a limp cloth. 

Practitioners interested in obtaining copies of the 
Diary should write direct to: B.P.D. (South Africa) 
(Pty.) Limited, P.O. Box 45, Jeppestown, Transvaal. 


* 


* * 


THE FIRST CONFERENCE ON INDUSTRIAL 
OPHTHALMOLOGY 


This has been arranged to take place in Johannes- 
burg from 10 to 12 November 1958. The venue is 
the Y.M.C.A. Hall in Rissik Street. 

About 150 delegates are expected to attend. 

Important visitors will include Dr. R. Ryan from 
the U.S.A., who will lecture on Industrial Ophthal- 
mology and Eyesight in the Ageing Worker. 

The Conference will be opened by the Minister 
of Labour. 


DIAGINOL FOR HYSTEROSALPINGOGRAPHY 


Maybaker (S.A.) (Pty.) Ltd. announce the introduc- 
tion of a new medium for hysterosalpingography, 
Diaginol Viscous brand 40% w/v_ solution of 
sodium acetrizoate with the addition of dextran. 

The chief advantages of Diaginol Viscous are that 
it is unlikely to give rise to a foreign body reaction 
and there is no danger of embolism, should intra- 
vasation occur. 

It provides sufficient contrast to show the size, 
shape and position of the uterus and the presence 
of any filling defects due to fibroids or carcinoma. 
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NOTES AND NEWS : 


PREPARATIONS AND APPLIANCES 


BERIGTE 


Dr. L. Fatti and Dr. Paul Marchand, Thoracic Sur- 
geons, have moved to 3rd Floor, Clarendon Centre, 


Park Lane, Johannesburg. (Telephones:— Dr. 
Fatti: 44-5388; Dr. Marchand: 44-1955). 
* * * 


MeEpIcAL MEMBERS OF PARLIAMENT 


IV: Dr. J. C. Jurgens, M.P. (Geduld). 


The patency or occulsion of the tubes is shown 
and the viscosity of the medium is such that flow 
through the tubes is not unduly rapid, as is the case 
with plain aqueous solutions; while at the same 
time, excessive pressure is not needed for its injec- 
tion. 

The medium is viscous enough to remain in the 
uterine cavity for a reasonable period after with- 
drawal of the cannula and, provided that sufficient 
medium has entered the peritoneal cavity, its dis- 
tribution can readily be studied for a period of 
some 30 minutes. 
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PREPARATE EN TOESTELLE 


DIAGINOL VIR HISTEROSALPINGOGRAFIE 


Maybaker (S.A.) (Pty.) Ltd. kondig die beskikbaar- 
stelling aan van ’n nuwe middel vir histerosalping- 
ografie, Diaginol, 'n klewerige 40% -g/v-oplossing 
van natriumasetrisoaat waarby dekstran gevoeg is. 

Die vernaamste voordele van klewerige Diaginol 
is dat dit waarskynlik nie aanleiding sal gee tot ’n 
vreemde-liggaam-reaksie nie, en dat daar geen ge- 
vaar van embolie is as insyfering plaasvind nie. 

Dit bied voldoende teenstelling om die grootte, 
fatsoen en ligging van die baarmoeder, sowel as die 
aanwesigheid van enige vuldefekte wat aan fibroiede 
of karsinoom te wyte is, aan te toon. 


REVIEWS 


PROGRESS IN ARTHRITIS 


Progress in Arthritis. Edited by John H. 
Talbott, M.D. and L. Maxwell Lockie, M.D. 
1958. (Pp. 446 + Index. With Figs. $12.50). 
New York and London: Grune & Stratton, Inc. 


Prof. John H. Talbott has, in recent years produced, 
either alone or with a co-author, volumes on 
collagen diseases and gout, both of which have been 
authoritative and of great value as up-to-date 
reference books. The appearance of a volume 
covering modern knowledge on arthritis seemed a 
logical sequel to the previous publications. On this 
occasion, in co-operation with Prof. Maxwell Lockie, 
he has assembled and edited a group of discussions 
by recognized authorities on selected subjects in the 
broad field of arthritis, rheumatism and connective 
tissue disorders. 

The volume comprises 27 independent articles, 
written by a total of 34 authors. The multiplicity 
of authors has, probably inevitably, led to a varia- 
tion in the standard of discussion and the detail of 
subject matter in the various contributions. Thus, 
while some chapters, notably those on rheumatoid 
arthritis and osteo-arthritis, are detailed and com- 
prehensive, others, notably the one on Marie- 
Strumpel disease, are no more than very brief re- 
views of current literature dealing with only certain 
facets of the subject. 

The inclusion of two chapters on Rheumatic 
Fever, one dealing with its prophylaxis (Dr. Warren) 
and one with its treatment and management (Dr. 
Stollerman) add considerably to the value of this 
volume. Rheumatic fever and its tragic complica- 
tions continue to cause much suffering, and dissemi- 
nation of knowledge of modern concepts of this 
disease, especially its prophylaxis, is necessary. Dr. 
Warren holds views even more radical than those of 
the American Heart Association about the indica- 
tions for continuous penicillin prophylaxis, and one 
feels that his views, backed by a wealth of experi- 
ence, deserve serious attention. 

Practitioners will find this volume a useful addi- 
tion to their bookshelves, offering, as it does, 
authoritative, up-to-date views on many facets of a 
difficult problem. The reviewer is in entire agree- 
ment with the view expressed by the editors that 
the timeliness of this book is underscored by the 
fact that, within the span of our professional ex- 
perience, the study and treatment of arthritis has 
been elevated from that of a poorly understood 
clinical subject to its present high state, in which it 
is the object of tremendous curiosity. 


Daar word aangetoon of die buise oop of afgesluit 
is, en die middel is so kiewerig dat dit nie buiten- 
sporig vinnig deur die buise vloei soos met gewone 
waterige oplossings gebeur nie. Terselfdertyd is 
buitengewone druk nie nodig vir die inspuiting 
daarvan nie. 

Die middel is klewerig genoeg om gedurende ‘n 
redelike tydperk in die baarmoederholte te bly na 
die terugtrekking van die kanule, en, mits ’n vol- 
doende hoeveelheid van die middel die buikholte 
binnegegaan het, kan die verspreiding daarvan mak- 
lik bestudeer word gedurende ’n tydperk van sowat 
30 minute. 
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WHO PUBLICATIONS 


Publications of the World Health Organization, 
1947-1957: A_ Bibliography, World Health 
Organization, Geneva, 1958, 128 pages. 
17s. Gd. Pretoria: Van Schaik’s Bookstore 
(Pty.) Ltd., P.O. Box 724. 


Although the publications of the World Health 
Organization represent a negligible proportion of 
the world’s periodicals, books and pamphlets on 
medical and public health subjects, they neverthe- 
less occupy a unique place because of the inter- 
national character given them by virtue of the 
sponsorship of an intergovernmental publisher. In 
keeping with this character, a special effort is being 
made not only to render individual publications 
authoritative in the technical sense, through selec- 
tion of the most highly qualified authors available, 
but also to make them as representative as possible 
in the aggregate of the various schools of thought 
in each field throughout the world. During the 
past few years research and public health workers, 
members of the medical profession, and medical 
writers and librarians must often have had to ask 


themselves: ‘Is there, in my particular sphere of 
interest, any international study indicating the 
general trends of thought in other countries?’ To 


provide a ready answer to this question, WHO has 
prepared a comprehensive bibliography of every- 
thing published by the Organization between 1947 
and the end of 1957. 

Almost 2,000 separate items, comprising tech- 
nical, general and administrative articles and publi- 
cations, are serially numbered and grouped in 
alphabetical order by subject, the headings used 
being based upon those employed in the Current 
List of Medical Literature, Washington, D.C., and 
supplemented by author and country indexes. Most 
of the works thus catalogued are available—like 
the Bibliography itself—in both English and French, 
while some also exist in the other official languages 
of the Organization—Chinese, Russian or Spanish. 
To help the reader find his way in the selection of 
material of interest to him, the principal features 
characterizing each of the organs published by 
WHO are described in the Introduction; and the 
check-list of titles in the various series will also 
be of use here. This volume demonstrates WHO's 
policy of preserving a closely systematized documen- 
tation of its programme and functions. 
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